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Abstract 
Bac:kgroaad: University students are vulnerable to contracting IUV/ AIDS because 
some of their behaviours are known IUV risk factors. Because IUV /AIDS is preventable, 
it is importint to understand the factors associated with risk behaviors. Sex role attitudes, 
communication and assertiveness, and power balance in relationships are associated with 
safer sex behaviour. 
Hypotlleses: 1. Respondents who bold more traditional thoughts about the rights and 
roles of women are less likely to practice safer sex behaviour. 2. Respondents who are 
not assertive about HIV and do not communicate effectively about mv I AIDS and 
sexuality are less likely to practice safer sex. 3. Respondents who are in an unbalanced 
relationship with respect to power distribution are less likely to practice safer sex. 
Methods: The study was descriptive in nature. A 69-item questionnaire was 
administered to a conve!hence sample of 86 second- year university students enrolled in 
an undergraduate p5)1:hology course. The questionnaire consisted of sections on the roles 
of men and women, communication and assertiveness, safer sex behaviour, power 
balance, and demographics. Descriptive statistics, Pearson's correlation, test of equality 
of means and a multiple regression were used in the data analysis. 
iii 
Results: Traditional thoughts about the roles of men and women were negatively 
correlated with safer sex behaviour as was hypothesized. Assertiveness and 
communication was positively correlated with safer sex behaviour as was hypothesized. 
Power balance was negatively correlated with safer sex behaviour. Assertiveness and 
communication were found to be the most important statistical contributors to safer sex 
behaviour. 
Coaclusloas: Assertiveness and sexual stereotypes play an important role in one's 
ability to practice safer sex behaviour. Assertiveness training and training gean:d towards 
eliminating sexual stereotypes may give young people the awareness and confidence to 
protect themselves from HIV/ AIDS. Power balance may also play a role in the prevention 
oflflV/AIDS but it is less evident in this sample. 
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I. Rationale 
The Acquired Immunodeficiency Syndrome (AIDS) epidemic has brought with it 
a consideration of the character of sexual relationships and how they are negotiated. 
Power balance in relationships, gender stereotypes about the roles of sexual partners, and 
issues of assertiveness and communication are intricately linked to safer sex behaviour of 
young people (Holland, Ramazanoglu, Scott, Sharpe, & Thomson, 1992). It is through 
attempting to understand these linkages that we can uncover valuable information about 
the risk behaviour of young people. This information, in tum, can enable the development 
of effective interventions for young people to prevent the spread of the Human 
Immunodeficiency Virus (HIV) which causes AIDS. 
The purpose of this research was to examine and describe the relationship 
between power balance and safer sex behaviour as it relates to the prevention of 
IDV/AIDS among university students. This research was undertaken for several reasons. 
First, the relationship between power balance and safer sex behaviour had been relatively 
little studied among a university population. Holland et al.(1992) studied power balance 
among females 16-21 years of age which may have included some university students. 
However, the resean:h was not specifically undertaken among this population. Similarly, 
Wmgood, Hunter-Gamble and DiClemente (1993) focused on power balance among 
African-American females aged 18-25 years but not specifically among the university 
population. 
Also, these studies were undertaken on females only. Davis, Emerson and 
Williams (1997) researched power balance and safer sex behaviour in Afiican American 
male and female professionals. However, there were no studies which focussed on the 
pen:eptions and experiences of male university students with respect to both safer sex 
behaviour and power balance. 
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The variables studied in this research study were (1) the roles of men and women 
in sexual relationships (2) sexual assertiveness and communication as it relates to safer 
sex behaviour (3) sexual behaviour (4) safer sex behaviour (5) power balance (6) 
education (7) financial variables (8) age. Also, the relationships ~een safer sex 
behaviour and the roles of men and women; sexual assertiveness and communication; and 
power balance were studied. 
Studying the relationship between safer sex behaviour and power balance among 
university students was an opportunity to explore gender differences among a sample 
which would otherwise be very similar with respect to key determinants of health, such as 
income and education. This allowed for the exploration of select social determinants of 
health, such as gender roles, and aspects of culture and personal coping such as 
assertiveness and communication, and power, and their ~lationship to risk behaviow for 
acquiring mv and other sexually transmitted diseases (STDs). 
University students engage in several risk behaviours for acquiring IDV I AIDS. 
The most crucial of these is sexual intercourse without using a condom (Myers & 
Clement, 1994). Studying the relationship between power balance and safer sex 
behaviour among university students adds to knowledge of these issues. This knowledge, 
in tu~ may be used to develop and implement effective interventions to prevent the 
spread ofHIV/AIDS among university students. 
3 
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2. Background 
AIDS is defined by the United States Centers for Disease Control and Prevention 
(CDC) as a "reliably diagnosed disease that is at least moderately indicative of an 
underlying cause of cellular immune deficiency in a person who bas bad no known 
underlying cause of cellular immune deficiency nor any other cause of reduced resistance 
reported to be associated with that disease." (McClain & Matteoli, 1989). HIV can be 
trausmiued by blood, sexual intercourse and perinatally from mother to unborn child 
(Mulvihill, 1996). 
Prevalence of mv among university students is believed to be lower than that of 
populations known to be at high risk (Gayle, Keeling, Garcia-Tunon, Kilbourne, 
Narkunas, Ingram, Rogers & Cumn, 1990). A blinded IDV -seroprevalance survey was 
undertaken at 19 universities throughout the United States. Testing for the HIV antibody 
was performed using blood collected for routine medical purposes through the student 
health centres. The prevalence rate ofiDV infection among the sample was found to be 
0.2 percent which accounted for 30 out of 16,863 specimens being positive for IUV 
(Gayle et al.).ln contrast seroprevalence rates among groups known to be at high risk 
have been substantially higher (Gayle et al.). Studies ofhomosexual and bisexual men 
treated in clinics for STDs have found rates rauging fiom fourteen to fifty percent 
Similarly, rates for intravenous drug users across the U.S. ranged from one to fifty-seven 
percent (Gayle et al.). 
The American College Health Association bas reported that more than 25,000 
college students in the U.S. may be infected with HIV (Mahoney, Thombs, & Ford, 
1995). Due to the prevalence of known risk behaviours among this group, it is widely 
recognized that there is potential for the spread ofHIV in this population and that 
preventive measures are needed (Gayle et al, 1990). 
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There have been few Canadian studies of prevalence ofmv among young peop1e 
(Health Canada. 1999). A survey of attendees at a STD clinic in Ontario found an HIV 
prevalence rate of 0.1% among males aged fifteen to nineteen and 0.04% among females 
of the same age (Fearon, Major, Notenboom, Galli, Prytula, Demshar et al, 1992). 
Sentinel hospital surveillance ofmv infection in Quebec found prevalence rates of 1.3% 
among males, 0.3% among females and 0.8% overall for young people aged fifteen to 
twenty-four years of age (Alary, Joly, Parent, Fauvel, & Dionne, 1994). Although the 
prevalence rates may be low, adolescents are a group which could experience an incn:ase 
in HIV infection. 'Ibis merits attention ftom the public health community because IDV 
infection is preventable, fatal and very costly to treat (Health Canada). Additional 
background infonnation about the AIDS epidemic and its effect on society can be found 
in Appendix A. 
2.1 Tlaeoredcal Framework 
There are various theories surrounding behavioural risk factors for acquiring 
mv I AIDS. Two major models are the social cognitive model and scripting theory. The 
major social cognitive theory which attempts to explain behaviour change is the Health 
6 
Belief Model. Several other social cognitive theories such as the AIDS Risk Reduction 
Model (ARRM), Bandura's Social Cognitive Theory, the Theory of Reasoned Action 
(TRA) and the Theory of Planned Behaviour (TPB) are all intricately linked to the Health 
Belief Model and some were actually developed &om elements of the Health Belief 
Model. These social cognitive theories were not specifically formulated to be used with 
youth. They are broader theories which encompass the behaviour of all individuals in 
society, and can be applied to youth. These models are on the intrapersoDallevel and 
focus on cognitions and motivations influencing the preventive action of the individual 
(Maticka-Tyndale, 1995). 
The theory of Cultural or Sexual Scripts which was specifically formulated in 
accord with the needs and behaviour of youth may be included in scripting theory. It is on 
the interpenonallevel where the focus is on the interaction and communication between 
sexual partners who are members of a community (Maticka-Tyndale, 1995). 
U Social Copldve Models 
2.2.1 ne Health BeUef Model 
The Health Belief Model was formulated in the 1950s mainly as a tool to gain 
knowledge about noncompliance with screening procedures (Carmel, 1991; Brown, 
DiClemente & Reynolds, 1991 ). Eventually it was applied to other preventive behaviours 
and to compliance with medical regimens (Carmel; Brown et al.). Since then, theoretical 
constructs have been added or modified to assess general health motivation, enabling 
factors, and self-efficacy (Brown et al., 1991). 
The Health Belief Model implies that preventive health behaviour can be 
understood as a function of an individual's beliefs about a particular disease in terms of 
the following: (Carmel, 1991). 
(i) perceived susceptibility of acquiring the disease - the individual's subjective 
perception of risk or wlnerability to a health threat 
(ii) perceived severity of the disease - the individual's perceptions of the seriousness 
of the health threat 
(iii) perceived benefits to be realized by engaging in a particular preventive behaviour 
- the individual's beliefs about the effectiveness of strategies designed to decrease 
vulnerability or reduce the threat of illness 
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(iv) perceived baniers- the assessment of potential negative consequences (physical, 
psychological, and financial) that may result from taking a particular health action 
(Brown et al., 1991; Carmel, 1991; Jauz & Becker, 1984). 
The underlying assumption of the Health BeliefModel is that individual attitudes 
and beliefs are important detenninants of health action (Brown et al., 1991). The 
components of susceptibility and severity combine to provide the motivation for health-
related action while the preferred course of action is determined by a cost-benefit analysis 
of perceived benefits and assessed baniers (Brown, DiClemente & Reynolds, 1991). 
When a cue to action is present, such as information or advice that focuses the attention 
on a specific pmrentive behaviour, the appropriate health behaviour may be invoked 
{Cannel, 1991; Brown, DiClemente & Reynolds). 
In an attempt to increase the predictive ability of the Health Belief Model, 
Rosenstock, Strecher and Becker (1988) expanded the model to include self-efficacy 
which is an individual's perception that he/she can successfully execute the behaviour 
desired to produce the desired outcomes {Brown et al., 1991). 
2.2.2 Baadara's Social Copltlve Deory 
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This theory states that perceptions of self-efficacy and expected outcomes of 
behaviour are the key determinants of behaviour. It defines self-efficacy as people's 
judgements of their abilities to organize and execute courses of action required to attain 
certain types of performances. It is concerned not with the skills one has but with 
judgements of what one can do with whatever skills one possesses (Uddin, 1996; 
Bandura, 1990). This self-knowledge comes from four major sources. These are: 
enactive attainment - performing a task oneself; vicarious experience - observing another 
perform a task; verbal persuasion - being convinced by another of one's ability to perform 
a task; and physiological states of arousal- reading the body's physical responses to 
external stimuli (Uddin). 
Self-efficacy may play a role in safer sex behaviour. People who are fully aware of 
HIV risk factors may not take measures to prevent HIV unless they perceive themselves 
as being capable of doing so (Uddin, 1996). Also, perceptions of positive or negative 
social norms concerning sexuality influence feelings of self-efficacy to negotiate safer sex 
9 
and influence outcome expectancies regarding the use of condoms. Therefore, perceptions 
of social nonns on sexuality may influence safer sex behaviour (Raj & Pollack, 1996). 
2.2.3 AIDS Risk Redactioa Model (ARRM) 
ARRM, developed by Catania, Kegeles and Coates (1990), is a psycho-social 
model used to explain people's efforts to avoid contracting mv through sexual 
transmission. ARRM is derived from prior models concerning social psychological 
problem solving and integrates elements of the Health Belief Model, efficacy theory, 
emotional influences, and interpersonal processes. It is composed of three stages: 
(i) Stage 1: Problem Perception 
In this stage the individual is responsible for recognition and labelling of one's 
sexual behaviours as high risk for contracting IDV. Thn:e factors are hypothesized to 
influence labelling of sexual behaviour as problematic by individuals who objectively 
exhibit high-risk sexual behaviours (Catania, Kegeles & Coates, 1990). They are: 
(a) Knowledge of sexual activities associated with mv transmission - It is 
hypothesized that the knowledge of the risk factors involved in mv transmission is 
necessary in order to determine personal risk accurately and to develop perceptions of 
personal susceptibility. 
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(b) Perceived susceptibility - If individuals do not perceive themselves to be 
susceptible to HIV, they are unlikely to alter their high risk behaviour. 
(c) Social networks, norms and labelling- Social networks and norms may guide the 
labelling process tluougb disapproval of high risk behaviours and approval of safer sex 
practices. 
(ii) Stage 2: Commitment to Change 
This decision-making stage involves the individual making both a firm decision 
for behavioural change and a strong commitment to reduce high risk sexual contacts and 
increase low risk activities. This stage may also include alternative outcomes of 
remaining undecided, waiting for the problem to resolve itself or resigning oneself to the 
problem situation (Catania, Kcgeles & Coates, 1990). 
Three factors influence the commitment to change. They are: 
(a) Costs and benefits- Analysis of the costs and benefits of changing high-risk 
sexual behaviour will impact upon the commitment to change primarily through two 
means. First, the pcreeived effectiveness of the behaviour change in reducing negative 
health effects will be considered. If it is assessed that changing the behaviour in question 
will not reduce negative health effects, commitment to change is inhibited. Second, the 
enjoyment factor of the behaviour will be considered. Enjoyment associated with a 
particular high-risk sexual behaviour may inhibit commitment to reduce that behaviour 
(Catania, Kegeles & Coates, 1990). 
(b) Self-efficacy- An individual must believe in his/her own abilities in order to 
reduce high-risk sexual behaviour. A high degree of self-efficacy contributes to 
reductions in high-risk behaviours and incrases in low risk activities. 
II 
{c) Knowledge of social influences on commitment- Knowledge ofhealth utility and 
enjoyment of sexual practices impact upon the cost-benefit analysis process and the 
commitment to change. Social factors such as social support and reference group norms 
may also influence cost-benefit assessments and self-efficacy beliefs. Social conditions 
which foster change are hypothesized to be those that reinforce expectations that change 
will be beneficial and not too costly. Belief in the ability to accomplish change may be 
influenced by others who have successfully accomplished such change (Catania, Kegeles 
& Coates, 1990). 
(iii) Stage 3: Taking Action. 
In this stage the individual begins to take steps to reduce high-risk sexual 
behaviours. This stage is hypothesized to be composed of three phases. They are: 
(a) Information seeking- Individuals may begin gathering ideas and advice on bow to 
change behaviour. This can be gathered through friends, family, media and health 
education. 
(b) Obtaining remedies - Some individuals may decide to opt for self-help or may 
seek assistance from friends or professionals. 
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(c) Enacting solutions - The social nature of sexual behaviour is a most relevant 
consideration in enacting solutions to reduce high-risk sexual behaviour as this behaviour 
may occur in a sexual context When reducing high-risk sexual behaviour is identified by 
both partners as a need there is a basis for enacting solutions to change the behaviour 
(Catania, Kegeles & Coates, 1990). 
However, some individuals may have partners that are reluctant to change their 
sexual behaviour. This may significantly diminish the possibility of either partner 
reducing high- risk sexual practices. Communication skills become of upmost 
importance in this situation as an individual who wishes to change hislher behaviour may 
need to convince the partner to change also. 
Movement from stage to stage: Several internal and external motivators may play 
roles in maintaining the movement fiom stage to stage over time. These motivators 
include emotional states, and both formal and informal environmental cues that stimulate 
thinking about sexual behaviour and opportunities for change (Catania, Kegelc:s & 
Coates, 1990). 
l.%.4 Deory of Reasoaed Actioa (TRA) 
This theory proposes that behaviour directly follows fiom the formation of an 
13 
intention to act These intentions are detennined by an individual's attitudes and 
subjective noons. Attitudes are fonned from an individual's beliefs about the 
consequences of a particular action multiplied by their evaluations of those consequences 
(Abraham, Sheeran & Orbell, 1998; Fishbein & Ajzen, 1975). Subjective norms combine 
the perceptions of the extent to which certain other individuals would approve of one's 
perfonning the behaviour. The TRA proposes that an individual is more likely to intend 
to use condoms., if he/she has a positive attitude towards condom use and believes that 
significant others would approve of his or her using a condom (Abraham et al.; Fishbein 
& Ajzen). The major assumption of the TRA is that individuals will use the information 
that they possess in a reasonable fashion to make decisions about behaviour which is 
believed to be under their control (Joffe, 1996). It is this assumption that is often targeted 
by critics of this theory. 
2~ Tlleory of Planed Bellavioar (TPB) 
'Ibis theory is a descendant of the TRA but differs by having a measure of 
perceived behavioural control which is essentially the same concept as perceived self-
efficacy (Abraham et al., 1998; Ajzen, 1985). This refers to an individual's confidence 
in his/her ability to successfully complete the intended action. If people feel confident 
about their success in completing their intended behaviour, such as using condoms, there 
is a greater likelihood that they wiD successfully complete the behaviour (Abraham et al.; 
Ajzen). 
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Various research studies have explored the usefulness of these social cognitive 
models in predicting behaviour change as it relates to lflV -related risk behaviours in 
adolescents and university students. The results have been mixed. Ford and Nonis (1995) 
took constructs from both the Health Belief Model and the TRA and interviewed 1435 
Afiican American and Hispanic young men between the ages of 15-24 using a household 
probability sample. These young men were fiom low-income areas of Detroit and 
reported casual female sex partners. Respondents were assessed on casual partners, 
condom use, communication about condom use, attitudes towards condom use, condom 
beliefs, susceptibility, sexual history and demographics. The response rate was 85%. They 
found that variables related to both the Health Belief Model and the TRA were found to 
be related to condom use (Ford & Norris). The sample for this study was not random and 
was drawn from certain cultural groups. Thus, the results cannot be generalized. 
LoUis, Johnson and Antoni (1997) examined the ability of the Health Belief 
Model to predict condom usage and risky sexual practices among 122 white heterosexual 
college students agecll7-33 )'earS who were attending a university in the Southeastern 
United States. Stratified cluster sampling was used within the department of psychology 
to draw a sample. Self-reported questiounaires were utilized in the study and used to 
operationalize Health Belief Model constructs. Results showed that the Health Belief 
Model did not meaningfully predict condom use during vaginal or oral sex in the 58 men 
and 64 women surveyed. However, it did partially explain the variance in sexual risk 
behaviours. They concluded that the Health Belief Model bas differential and limited 
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ability for predicting sexual practices among university students (Lollis et al. ). 
Carmel (1991) conducted a review of AIDS related Health Belief Model studies. 
She found that the diversity of the population groups,. resean:h designs,. and behaviours 
investigated significantly limited the ability to reach sound conclusions about the Health 
Belief Model's usefulness in predicting preventive behaviours for AIDS. In her critique 
of the Health Belief Model she stated that one of its major limitations is the assumptions 
of the model which derive from Western culture. She stated that human behaviour, 
especially risk behaviour, is not always motivated by rational calculations and that the 
Health Belief Model cannot explain variance related to other social influences which are 
often effective in behaviour change such as social pressORS (Carmel). 
Other researchers concur. In a commentary about the prevention ofHIV in 
adolescents and the utility of the Health Belief Model, Brown et al. (1991 ), identified 
several limitations of the Health Belief Model for use among this group. These include 
difficulty in accounting for change of habitual behavioms, relative exclusion of emotional 
reactions and peer group influence, and lack of maturational constructs (Brown et al.). 
Godin and Kok (1996), examined the theory of planned behaviour using 
metanalysis to verify the efficiency of the theory to explain and predict health-related 
behaviours. The results indicated that the theory performed very well for explanation of 
intention. Intention was the most important predictor found, but in half of the studies 
reviewed. perceived behavioural control significantly added to the prediction ofhealth-
related behaviours (Godin & Kok). They concluded that the efficiency of the model 
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seemed to be good for explaining intention. Also, perceived behavioural control was as 
important as attitude across health-related behaviour categories. However, the efficiency 
of the theory varied between health-related behaviour categories (Godin & Kok, 1996). 
Richardson, Beazley, Delaney and Langille (1997) examined factors influencing condom 
use among 295 male and 345 female students aged 13-19 years. They used a convenience 
sample of students attending the town's only high school in Amherst, Nova Scotia. Using 
the TPB as a framework, students attitudes, social nonnative beliefs, perceived control 
and intentions regarding condom use were assessed through use of a self-administered 
questionnaire. Actual condom use was then predicted for this group. Their findings were 
not fully consistent with the TPB. The variable 'attitudes towards condoms' was 
significant in the regression analysis of predictors of intentions to use condoms. Also, 
when all variables were used to predict actual condom use, both attitudes and intentions 
were significant However, ptKCived behaviomal control was not associated with 
intentions to use condoms or with condom use. Also, no relationship was found between 
social normative beliefs and intentions, or with actual condom usc (Richardson et al.). 
Pedlaps the best predictor ofiDV preventive behaviour among )'Oung people is 
self-efficacy. Wulfert and Wan (1993) ~e)'ed, using a convenience sample, 350 
sexually active undergraduate college students from advanced psychology classes at the 
State University of New York at Albany. They gathered information about condom use, 
self-efficacy, outcome expectancies, sexual attitudes, peer group influences, AIDS 
knowledge, and perceived vulnerability to AIDS. On the basis ofBandura's social 
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cognitive theory, they formed a stnlctural model· with self-efficacy as the central mediator 
in order to predict condom use among this group. Their model explained 46% of the 
variance in condom use from judgements of self-efficacy and effects attributable to peers 
and SJ% of the variance in self-efficacy fiom outcome expectancies and peer group 
influences. Sexual attitudes, AIDS knowledge and pen:eived vulnerability did not predict 
condom use in this group (Wulfert & Wan). Other studies conducted among university 
students, such as studies by Raj (1996), and Uddin (1996) found similar results; that self-
efficacy is associated with safer sex behaviour and condom use among this group. 
2.2.6 Critique of latnpenoaal Models 
There are several critiques of these models. First, that none of the models was 
specifically developed to address sexual behaviour. Their application to the prevention of 
STDs such as mv is based on the assumption that sexual behaviours are no different than 
other lifestyle behaviours such ·as alcohol or tobacco use (Maticka-Tyndale, 1995). 
Research undertaken in this area indicates that this is not the case. Rather, sexual activity 
is imbued with different layers of meanings and shifts and changes over the course of an 
individual's life in a manner unlike these other behaviours (Maticka-Tyndale). 
Another criticism is tbat in these models, safer sex is viewed as the only rational 
decision and that barriers to using condoms are flaws in cognitive processing. This does 
not account for circumstances where the choice to engage in high-risk sexual behaviour is 
involved with elements of power imbalance or coercion (Maticka-Tyndale). This is why 
it is important to consider factors external to the individual such as the influence of the 
sexual partner and the dynamic relationship with this partner when assessing the sexual 
activity of an individual (Maticka-Tyndale). 
2.3 Caltunl or Sexual Scripts 
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Scripting theory espouses that human interaction is directed by preexisting scripts 
that are clues to understanding social behaviour (Simon & Gagnon, 1986). Behavioural 
scripting occurs on three levels. These are: cultural scenarios, scripts developed by 
members of a group; interpersonal scripts, an individual's use of a cultural scenario; and 
intrapsychic scripts, the psychological management of an individual's private wishes and 
desires (Simon & Gagnon; Uddin, 1996). Cultural or sexual scripts is a theory on the 
interpersonal level which examines sexual behaviour and risk reduction within the 
context of an individual's personal and sexual histories and cultures (Maticka-Tyndale, 
1995). 
The theory of cultural or sexual scripts involves the use of both cultural scenarios 
and interpersonal scripts and attempts to look at behaviour in the sociocultural 
environment of our world where gender stereotypes are usually the rule rather than the 
exception. This theory has been proposed as an explanation ofiUV transmission among 
young people as an alternative to a lack of emphasis of social influences in social 
cognitive theory models. Considerable attention has been placed on the risks that women 
face ftom heterosexual contact. In response, various prevention strategies have been 
19 
developed. These prevention strategies often treat women's risk behaviour as opposite to 
the behaviour of their male partners without acknowledging gender power differences 
(Campbell, 1995). The focus is often on the individual rather than the sociocultural 
context in which the individual interacts. The theory of cultural or sexual scripts looks at 
sexual behaviour within the sociocultural context in which it takes place and emphasizes 
social influences 011 sexual behaviour. 
The term cultural scripts comes &om Dr. Rafael Diaz in his work preventing HIV 
with Latino gay men and can be defined as the set of ideas and norms that prescribe ways 
of thinking and acting in the world and can encompass a range of topics SU<:h as body 
ideals. violence, and power. Sexual scripts refer to the specific cultural scripts which 
regulate sex and sexuality (Somera & Laub, 1997). Sexual scripts are involved in teaming 
the meaning of internal states, organizing the sequences of specifically sexual acts, 
decoding novel situations, setting limits on sexual responses and liDking meanings fiom 
non-sexual aspects of life to specific sexual experiences (Gagnon & Simon, 1973; Reed 
& Weinberg, 1984). A script defines a person, and a set ofbehaviours appropriate for 
that type of person (Reed & Weinberg). 
One specific sexual script is the Traditional Sexual Script (TSS) which outlines 
specific traditional dating roles for males and females. Somera and Laub (1997) 
hypothesize that young people engage in risky sexual behaviour because their behaviour 
is being regulated by sexual scripts that are much more powerful than the facts 8DCi skills 
they know they should use. They believe that empowerment is teaching young people to 
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identify and become critical of the cultural scripts that regulate their sexual behaviour. 
These sexual scripts are not just a set of external forces but a way of thinking, seeing the 
world, and seeing your role in the world that is socially constructed and internalized. 
Sexual scripts enforce a systan where people do not feel free to act in unscripted ways. A 
basic premise of this theory is that if young people were infonned and truly free to make 
choices, then they would be less likely to engage in risky behaviour (Somera & Laub). 
Scripting theory relates to the variables in this research project there are specific 
scripts existing in society which regulate the roles of men and women, assertiveness and 
communication, safer sex behaviour and power balance in relationships. The literature 
nwiew will explcn specific societal scripts with respect to these variables and the TSS 
will be used in the discussion of this thesis for means of comparison. 
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3. Literature Review 
The literature review investigated the issues of gender and sexuality, power 
balance, assertiveness and communication regarding safer sex, and safer sex behaviour 
among university students. The literature was reviewed for relevance to safer sex 
behaviour and the prevention ofiHV among youth. The state of the literature varied 
depending on the variable researched. There was extensive research completed with 
respect to safer sex in UDivenity students. However, the majority of the research was 
completed in the U.S. There was little dealing with Canadian university students. The 
resean:h relating to the roles of men and women, and assertiveness and communication 
was quite extensive. Again, the majority of the research was American. There was a 
paucity of research completed on power balance with respect to dating individuals both in 
the U.S. and in Canada and research relating to the young, male heterosexual response to 
safer sex behaviour was limited. 
The majority of studies cited in the literature review used non-random samples. 
Thus, the results of the studies are not generalizable to the population as a whole. The 
only studies cited which utilized random sample methodology were Hawkins, Gray, and 
Hawkins (1995), Uddin (1996), and Cal'On, Davis, Halteman, and Stickle (1993). These 
random sample designs were subject to their own particular limitations as is stated in the 
text of this review. Also, all studies cited were subject to self-report and recall bias. 
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3.1 Gender Roles aad Sexuality 
Sex refers to the biological state of being male or female or to sexual intercourse 
itself {Lear, 1995), whereas gender means defining certain characteristics as feminine or 
masculine, certain activities as appropriate for women and for men, and certain norms for 
relationships between men and women (Gordon, 1995). It has been recognized that these 
gender roles are dimorphical1y assigned and more or less adhered to and accepted within 
any culture (Lear). 
Historically, women were descnbed as having a sole role in reproduction 
(Ehrenreich & English, 1979). However, they did not become sexual beings ftom their 
role in reproduction as female sexuality was viewed as unwomanly and perhaps 
detrimental to a woman's reproductive role (Ehrenreich & English). Women w~ seen as 
dysfunctional if they were sexually responsive (unless they were sex trade workers) 
(Adesso, Reddy & Fleming, 1994). Thus, women were denied their own identity with 
respect to sexual pleasure and sexual intercourse was viewed as a duty to be performed 
upon request of the husband for the pwpose of reproduction (Taylor, 1995). 
This way of thinking led to the expectation held by both men and women that the 
man's sexual pleasure is vital in a sexual encounter (Wight, 1992). This commonly held 
expectation bas been labelled with respect to women as the 'missing discomse of desire' 
(Fine, 1988) and has been documented in various studies. 
One of these, the Women's Risk and AIDS Project (WRAP) undertaken between 
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1988-1990 by Holland Ramazanoglu, Scott, Sharpe, and Thomson, was a sociological 
study of the sexual beliefs and practices of two samples each of 7S young women 
between the ages of 16 and 21 in the cities of London and Manchester in the UK. Holland 
et al. conducted in-depth interviews and utilized a pre-selection questionnaire. 
Convenience samples were taken at schools, colleges, youth clubs, young mothers groups, 
a range of workplaces, and through magazines aimed at the relevant age group. This 
process resulted in the collection of SOO questionnaires. The women were asked to 
provide a contact address if they were willing to be interviewed. 
Holland and colleagues found overwhelming documentation of the missing 
discourse of desire in the WRAP project. They identified that heterosexual sex is often a 
site of inequality where male needs and preferences predominate. This study raised some 
valuable evidence of the lack of the discourse of desire among young women. 
Maxwell and Boyle (1995) explored the risky heterosexual practices amongst 
women over thirty years of age who lived in London, UK and found much evidence of the 
centrality of male pleasure and the missing discourse of desire. Focus groups were held 
with twenty-three women over the age of thirty. Only one woman indicated that female 
pleasure had been the focus ofher sexual relationships. Conversely, most of the women 
felt that their entire sexual experience had been a battle against the centrality of male 
pleasure (Maxwell & Boyle). Many felt that female pleasure was merely a by-product of 
male pleasure. 
This concept was probed further by asking the groups if women would use 
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condoms more often if they increased sexual sensation for men and decreased it for 
women. Most groups exhibited confused silence or changed the subject when confronted 
with this question while one group responded immediately with the notion that condoms 
would be used more. The question was repeated for the other groups and made more clear 
to them ~ hypothetically, women's pleasure would decrease. Participants then 
expressed shock at how female needs and pleasure are subordinated in sexual 
relationships (Maxwell & Boyle, 1995). 
This study was qualitative in nature and clearly illustrates the central concept of 
male pleasure and the missing discourse of desire. A limitation of the study was difficulty 
with recruitment of volunteers to participate in discussions about sexuality. The women 
who volunteered for this study were, thus, probably fairly confident about their sexuality 
and sexual matters. To find evidence of the centrality of male pleasure and the missing 
discourse of desire to such an extent among this group certainly illustrated the depth of 
these concepts in western society. 
The expected roles of men and women have a profound effect on sexual health 
and often make it difficult for either sex to adopt safer sex behaviour (Gordon, 1995). 
These roles can be characterized as sexual scripts which detail the who, what, when, how 
and why of sexual situations and depict the sequence in which these behaviours occm 
within sexual situations (Byas, 1996). The most pervasive sexual script in North 
America is deemed the 'traditional sexual script' (TSS) and it holds very different 
expectations for both males and females (Byers). 
The TSS depicts men as the initiators in sexual situations (Byers, 1996; Reed & 
Weinberg, 1984; Cate & Lloyd, 1988; Edgar & Fitzpatric~ 1993; Lottes, 1993; Rose & 
Frieze; 1989). Traditional socialization teaches 'real' men to initiate sex and to be in 
charge from the beginning to the end (Campbell, 1995). 
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The TSS prescribes tbat women arc expected to place limits on the level of sexual 
activity in which they engage with their male partners (Byers, 1996). Women are 
expected to play the role of sexual gatekeeper by limiting access to their bodies and 
deciding to what extent the sexual encounter wiD proceed (Reed & Weinberg, 1984; Cate 
& Lloyd, 1988; Edgar & Fitzpatrick, 1993; Lottes, 1993; Rose & Frieze; 1989). Women 
are trained not to be knowledgeable about sex and not to let their sexual needs and 
preferences be known to their partners (Campbell, 1995). Women are to be the passive 
recipients of sexual activity (Reed & Weinberg; Cate & Uoyd, Edgar & Fitzpatrick; 
l.Dttes; Rose & Frieze). 
The TSS also decrees that a woman's worth is enbanced by being in a romantic 
relationship (Byers, 1996). Women are expected to be emotional, sensitive, and nurturing 
in relationships whereas men are expected to be unemotional, relatively insensitive, and 
self-focussed (Byers). Men are expected to be more interated in sex and are cautious 
about becoming emotionally involved and making commitments (Lottes, 1993). 
However, women are expected to value romance, affection, love, and commitment more 
than sex and to make sexual activity contingent upon them (Lottes). These scripts and 
stereotyped gender roles have been examined in various studies. Lottes (1993) surveyed 
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411 students at an eastern state university in the United States of America. Data were 
collected using a questionnaire administered to convenience samples of students during 
regular class periods. The purposes of the study were 1) to specify gender differences and 
similarities in sexual beliefs and experienc~ 2) to determine the prevalence of women 
enacting traditional male roles in dating and sexual interactions, and 3) to examine the 
relationship between women's enactment of traditional male roles and their sexual 
experience (Lottes, 1993). She found that 65% of males and 92% of females indicated 
that emotional involvement was 'always' or 'most of the time' necessary for them to 
participate in sexual intercourse. A majority ofboth males (76%) and females (78%) 
indicated that men and women should be equal initiators of a sexual relationship. 
However, more females than males reported that the male partner should initiate sexual 
relationships. From this study, Lottes drew the conclusion that gender roles, while still 
existing, are converging to a single standard of sexual behaviour for both males and 
females. The study was representative of the university population fiom which the sample 
was drawn and served as a good illus1ration of the part that gender roles play in governing 
sexual behaviour in a university population. 
O'Sullivan and Byers (1992) used a self-monitoring technique among dating 
couples at the University of New Brunswick to investigate the stereotypes of initiations of 
sexual activity by men and restrictions on sexual activity by women. Fifty male and fifty-
five female heterosexual unmanied undergraduate students were recruited from 
introductory pS)'Chology courses to complete a survey. The median age of the sample was 
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19 years. They found that men initiated sex more than the women did, which is consistent 
with the TSS. However, initiations by women were not rare. The women initiated sex 
about half as frequently as the men and these initiations were most likely to occur in a 
steady dating relationship (Byers, 1996). The results also found that in steady dating 
relationships women are not serving a restrictive role. O'Sullivan and Byers concluded 
that the TSS is a common dating script which is frequently employed for heterosexual 
dating interactions. It accurately described behaviours that are characteristic of men and 
women. However, certain aspects of the script, such as men initiating sexual activity and 
women serving a restrictive role, were not as pervasive and all encompassing as would be 
expected. They cited evidence of considerable overlap in men's and women's roles in 
sexual situations and a convergence in what is perceived as ideal sexual behaviour for 
men and women (Byers). 
LaPlante, McCormick and Brannigan (1980) used self-reported questionnaires to 
smvey 124 unmarried college students at a Northeastern state college in the U.S.A. about 
dating attitudes. Their hypotheses were that students would 1) stereotype initiating sexual 
inten:oune as a masculine activity and refUsing to have sex as a feminine activity, 2) both 
personally experience dates using more indirect strategies to have sex and more direct 
strategies to avoid having sex, and 3) that intemally oriented students with respect to 
locus of control, defined as being below the median response for age and gender, would 
more likely report being the influencing agent and less likely to report being the 
intluencee within a sexual encounter than externally oriented students (LaPlante et al., 
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1980). 
They found that as expected, students stereotyped all strategies for having sex as 
being used predominantly by men and all strategies for avoiding sex as being used 
predominantly by women (LaPlante et al., 1980). However, they also found that both 
men and women reported behaving and being influenced in attitudes and behaviour by 
these stereotypes independent of their personality or the type of strategy considered. In 
addition, students' personal use of power adhered strictly to the dictates of the sexual 
script of men seeking sexual intercourse and women attempting to avoid having sex. Men 
reported that they personally use both direct and indirect strategies significantly more than 
women to have sexual intercourse. Conversely, women indicated that they personally 
used both indirect and direct strategies significantly more than men when the goal was to 
avoid sexual inten:ourse. LaPlante and colleagues concluded that the traditional sexual 
script thrives even in an era of increasingly liberal sexual attitudes. This study gave a 
good picture of how this particular group of college students was influenced by gender 
stereotypes and sexual scripts during this particular time frame. 
Rose and Frieze (1989) surveyed S8 women and 39 men between the ages of 18 
and 22 fi:om undergraduate psychology classes at a large midwestern Unites States public 
university. Convenience samples were taken from introductory psychology classes. 
Participants were asked to list 20 expected actions involved in a first date for a woman 
and for a man. The actions with high agreement among the sample were said to constitute 
a script with the script for women comprised of 19 actions and the one for men comprised 
29 
of27 actions. The scripts for women and men were found to be very different with the 
women's being primarily confined to the private sphere (concern about appearance, 
conversation and controlling sexuality). In contrast, the script for the men focussed on 
the public domain (planning, paying for, and orchestrating the date). It was found that 
traditional gender roles were more prevalent in the scripts of experienced daters as 
compared to those considered to be novice daters. Rose and Frieze concluded that 
interpersonal dating scripts of young adults maintain the traditional gender-power 
relationship. This study provided further evidence of how encompassing the influence of 
gender roles was among students. 
Lear ( 1997) conducted thirty interviews and surveyed 129 undergraduate students 
using convenience samples at the University of Berkeley. Interviewees and respondents to 
the survey were both recruited fiom a lower-division introductory health education and a 
sociology of sexuality class. One area assessed related to the TSS. It is the issue of 
balancing risk versus ~utation. Lear found that both men and women were aware that 
women risked their reputations by acknowledging their sexual desires. Women found it 
difficult to teD their partners they wanted sex because of messages fiom society about the 
risks involved and about appropriate behaviour for women. Lear stated that women still 
set the pace for sexual intimacy because they worry about their reputations. 
These traditional scripts may impact on safer sex behaviour in several ways. Since 
men are trained to appear as though they are always ready and willing to have sex, and 
women are trained to control men's sexual appetite by saying no to sex, safer sex 
behaviour may be inhibited as sex is tied to male perfonnance and condoms are seen as 
interfering with that perfonnance (Campbell, 1995). 
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Women are expected to be decision makers with respect to the use of 
contraception. Young men feel that it is up to young women to recognize their own 
personal needs, to choose contraception or to decide whether or not to have unprotected 
intercourse (Wight, 1992). 
Women still set the pace for sexual intimacy. Men are expected to initiate the first 
sexual encounter, with women deciding how far things will go, and being responsible for 
contraception or refusal (Lear, 1995). However, men are expected to be prepared to 
produce a condom at the appropriate moment Because of women's inability to articulate 
their desire, men can hope for sex, but neither men nor women plan for it realistically 
(Lear). 
Within heterosexual relationships, sexual intercourse is socially located in 
gendered power relations. Sexual encounters may be sites of struggle between the 
exercise and acceptance of male power and male definitions of sexuality and of women's 
ambivalence and resistance. Using or not using a condom is not a simple practical 
question about dealing rationally with risk; it is the outcome of negotiation between 
potentially unequal partners (Lear, 1995). Condoms are not neutral objects about which a 
straightforward decision can be made on health grolDlds. The idea that women are free to 
choose the most ntional fonn of protection ignores the material and symbolic nature of 
condoms and their place in relationships between women and men (Lear). 
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In summary, research on gender roles and sexuality indicated the following major 
findings: 
I. The absence of a discourse of desire for females and the centrality of male pleasure in 
. 
sexual relationships. 2. The existence of the TSS and which aspects of it were relevant in 
today's society. 3. A convergence to a single standard of sexual behaviour for both males 
and females as opposed to males and females behaving in a stereotypical manner with 
respect to sexual behaviour. 
3.2 Power Balaace 
For the purpose of this study, power is defined as the capacity of an individual to 
control, influence, or manipulate another's behaviour whether this person wishes to 
cooperate or not (Kopinak, 1988). Several factors seem to tip the balance of power in 
favour of one partner rather than the other. Mackie (1991) summarizes these as: 
1) Soelal coaveatloa: The belief that the male partner has the right to be the leader 
often gives this partner the advantage in a particular relationship. 
2) Relative resoarees of the partaen: Men are more likely to control money, 
status and brute force, and women, sex. Also, the woman's educational and career goals 
can be an important predictor of power in university students relationships. Specifically, 
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women who aspired to a bachelor's degree or less more frequently reported that the man 
had greater power. However, women who planned an advanced degree less frequently 
reported that the man had greater power. 
3) Oae partaer's iavolvemeat or depeadeace upoa the other: This dependence 
may be emotional or financial. The principle of less intCRSt holds here (Sprecher, 1985; 
Waller, 1937). It states that the partner who cares less about the quality of the relationship 
or if it even continues, has an advantage over the other. This involves having alternatives 
to the relationship. This principle can vary over the lifecycle with females generally 
experiencing the peak of this power during dating and courtship (Mackie, 1991 ). 
4) Physical coercloa: Dating violence often occurs when women challenge their 
partner's right to control them and men respond with violence (Stets & Pirog-Good, 
1987). Violence occurs most often in more serious relationships where partners are more 
emotionally dependent on one another, and issues of control arise because more is at 
stake (De Keseredy, 1989; Mackie, 1991). 
Harrison, Nonis, Kay, Dixon, Peters & Moore (1996), defined the detemdnants of 
power as education, employment, and relationship factors including decision-making, 
commitment, investment, perceived alternatives to the relationship and physical and 
verbal abuse. 
Decision-making (Blood & Wolfe, 1960; Gray-Little & Burks, 1983) and 
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emotional involvement (Caldwell & Peplau, 1984; Sprecher, 1985; Waller 1937) have 
been linked theoretically and empirically to power in intimate relationships. Felmlee 
(1994) measured power balance in a convenience sample ofbeterosexual dating 
individuals fiom several lower and upper level undergraduate sociology classes at two 
large midwestern universities in the United States. Her initial sample consisted of 598 
students, 185 males and 413 females, who filled out a questionnaire during class time at 
the beginning of the semester about their romantic relationships. Only students who were 
curmttly involved in a romantic relationship were surveyed. At the end of the semester, 
447 of the original sample completed a shorter follow-up questionnaire to test for 
longevity of their romantic relationships as this was another of Felmlee's objectives. Only 
students who completed both questionnaires were includ~ in the data analysis. The final 
sample size, after exclusion of questionnaires with missing data on relevant variables, 
was 413. Felmlee used Likert scales to measure power, equity, emotional involvement, 
and decision-making in intimate relationships. Felmlee defined equity as the overall 
fairness in a romantic relationship or a measure of the outcome of power balance in a 
relationship. She used the Hatfield global measure of equity (Hatfield & Traupmann, 
1981) to indicate a level of equity within romantic relationships. 
Felmlee (1994) found that less than half of the respondents (46.1 %) perceived 
their relationships to be equal in the distnoution of power. Fifty-four percent (53.8%) of 
respondents indicated that their relationship was unequal with respect to power. Thirty-
seven percent (36.5%) of respondents said that their relationships were unequal with the 
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male having had more power while 17.3% reported their relationships were unequal with 
the female having had more power. Imbalances were also evident in decision-making, 
emotional involvement, and equity. A higher proportion of both women and men said 
that the male partner, rather than the female partner, made more of the decisions, was less 
emotionally involved, and in general was 'getting a better deal'. 
This study was one of the few studies which dealt with power balance among 
umnarried university students. It demonstrated the extent of power (im)balance among 
members of a sample who would be perceived by society as having "equal" status because 
their education and income would be the same. 
The WRAP study (Holland et al., 1992), which undertook in-depth interviews and 
questionnaires with 75 young women between the ages of 16 and 21 in the U.K., 
produced some broad findings and conclusions with n:spect to the relationship between 
power balance, sex role stereotypes, assertiveness and communication, sexual behaviour 
and the spread ofmv. There was overwhelming documentation of inequalities of power 
in sexual n::lationships and negotiation in sexual relations, which took place within a 
fiamework of social constraints, ranging ftom male pressure to male violence, a passive 
femininity, women's responsibility for male sexuality, and the missing discounc of desire. 
Also, there was an identification of femininity, as defined by society, as an unsafe sexual 
strategy and a demonstration of sexual practice as contradictory and unpredictable. 
This study contained valuable evidence of the existence of power inequalities, the 
degree to which they occur in society and the ftamework in which they operate among the 
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young women in the sample. 
Wingood, Hunter-Gamble & DiClemente (1993), undertook a pilot study of 
sexual communication and negotiation among young Afiican American women. Focus 
groups were conducted with AJiican American women aged 18 to 25 to explore the 
process of sexual communication and barriers toward sexual negotiations of condom use. 
The final sample size was 18. Most of the women {n=l3) indicated that they were able to 
initiate a discussion regarding safer sex with their sex partners; only a minority of the 
women (n=4) reported being able to negotiate condom usc. Most of the women (n=l6) 
did not perceive themselves as having the power to make their partner wear a condom 
(Wingood et at.). When asked who has more control over whether a condom is used, over 
90'10 (n=l6) indicated that the male partner has more control. The women who were 
either fearfUl of exen:ising their power or ineffective in resisting their partner's power 
were more likely to engage in unsafe sex (Wingood et al.) 
This study was qualitative in nature and differentiated between sexual 
communication and sexual negotiation, explored the banien to negotiating safer sex 
among a sample of young women, provided further evidence of the impact of power 
balance on the use of condoms and the potential spread ofiUV among a group of young 
women, and generated numerous other research issues. The major issue of value as it 
related to the cummt research was that this study illustrated the often overlooked 
distinction between sexual communication and sexual negotiation. The study highlighted 
that just because one feels able to communicate about safer sex, this does not always 
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mean that one can negotiate condom use. 
These studies illustrated that power balance in relationships may impact upon the 
spread ofHN. This notion is further supported by Du Guemy & Sjoberg (1993), who 
stated that power imbalance between genders facilitates the spread of the mv epidemic. 
By identifying the strong and the weak points of each gender role, focal points for 
intervention may be identified. Salt, Bor & Palmer (1987), concluded the following in 
their article entitled "Dangerous Liaisons: Issues of gender and power relationships in 
mv prevention and care": 
Negotiating risk as it pertains to sex presupposes that both (or however many) 
partners are equally empowered to consent to sex and to make decisions 
pertaining to risk. Many women report that their first sexual experience (and 
indeed, subsequent ones) involved their male partner coereing them to have 
intercourse (Holland et al, 1992). Theft is often an expectation that men will take 
the initiative in sexual behaviour. Women, on the other band, are often expected 
to make decisions about contraception, particularly since the advent of the 
contraceptive pill. Although the female partner may therefore be 'invested' with 
the prime responsibility for ensuring proper contraception, she may not be 
empowered to insist that her male partner use a condom for barrier protection. 
Paradoxically women may feel less able to refuse sex because, with the advent of 
reliable forms of contraception, they have lost the 'excuse• of the risk of pregnancy 
in order to avoid unprotected intercourse. Unless they are prepared to discuss the 
risk ofHN, which may give rise to a multitude of issues for the couple, women 
are thus at risk of HIV if they feel powerless to insist on a condom being used. 
(p.157). 
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In summary, the research identifies the importance of power balance in sexual 
relationships, what factors detennine the power balance in relationships, the assessment 
that the male partner bas the most power in the relationship, the lack of perceived power 
by females to insist on their partner's condom use, and the distinction between sexual 
communication and the negotiation of safer sex. 
3.3 Assertiveaess aad Comm•aicadoa 
Lack of assertiveness and communication about sexual matters has been linked to 
both safer sex behaviour and power imbalance in relationships. Campbell (199S), stated 
that it is a lack of communication between partners, rather than male opposition, that 
usually accounts for failure to use condoms. 
The WRAP project (Holland, Ramazanoglu, Scott, Sharpe, & Thomson, 1992) 
stated that for many women, talking about sex and asserting their needs is an extremely 
difticult matter. This finding was also reported by Maxwell and Boyle in 1995. They 
conducted focus groups with twenty-three women over the age of thirty who lived in 
London, UK and found that many respondents stiU found it difficult to assert themselves 
in sexual relationships. 
It is not only women that have difficulty with communication and assertiveness. 
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Wendt and Solomon ( 1995) used a questionnaire to assess gender differences in condom 
use among 198 female and 89 male heterosexual college students enrolled in 
undergraduate psychology classes at the University ofV ermont during spring 1990. 
Convenience samples were used. One banier assessed was communication or concern 
about how to talk to your partner about condom use. They found that barriers to condom 
use, identified by both male and female students, included difficulty discussing condom 
use with their partner and poor communication and assertiveness skills. 
Hays, Kegeles and Coates (1990), identified variables associated with HIV risk-
taking among younger gay men. They distributed questionnaires to gay men aged 18-25 
living in three medium-sized West Coast communities in the United States. Two hundred 
and forty-three surveys were distributed to men in areas identified as frequented by young 
gay men. Ninety-nine questionnaires were returned. Forty-three percent (43 %) of the 
men indicated that they had engaged in unprotected anal intercourse in the past six 
months. Young gay men who bad engaged in unprotected anal intercourse differed ftom 
those men who had not engaged in unprotected anal intercourse on five dimensions. They 
reported greater enjoyment of unprotected anal intercourse; perceived less risk of 
unprotected anal inteR:ourse; labelled themselves as more at risk for AIDS; laad poorer 
commualc:atioD skills wltla senal partllen; and were more likely to have a 
boyfriend/lover. This study illustrated that poorer communication skills is associated with 
high-risk sexual behaviour. A major limitation of this study was that response rate of only 
35% may have affected the results. 
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In a sexual encounter, there tends to be very little verbal communication during 
the transition from sexual intercourse being a possibility to it becoming a reality (Kent, 
Davies, DevereU & Gottesman, 1990). Ralph DiCiimente stated that the best predictor of 
condom use was communication with a sex partner requesting condom use (DiCiimente, 
1992). ~owever, other researchers have shown that this open communication among 
partners often does not take place. 
Ingham, Woodcock & Stenner (1991) found that only a minority of young people 
discuss their partner's sexual history before having sex and it almost never involves 
details of condom use. Those who do discuss it usually do so because of other 
n:lationsbip issues rather than because of a fear of infection. 
Practising safer sex involves a complicated process of sexual negotiatioD, 
requiring a degree of open communication about sexual desire and intent that is not 
widely available in this culture, particularly among young people (Lear, 1995). Risk and 
how sex is negotiated is assessed di1ferently by gender, and varies further according to the 
degree of intimacy in the relationship or the sex act being contemplated (Lear). 
Denial of sexuality and sexual behaviour combined with double standards in the 
acceptance of certain behaviours, especially for women, make communication about sex 
between men and women extremely difficult In combination with stereotyped norms for 
female/male sexual behaviour, this encourages risky behaviour and perpetuates the spread 
ofHIV (Du Guemy & Sjoberg, 1993). This may have direct consequences on sexual 
health. Gonion (1995) states that a lack of communication and equality between the sexes 
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makes it difficult for either to enjoy sexual health. 
Assertiveness and communication are related to power imbalance through the 
negotiation of safer sex between partners. If one partner is more dominant, then his/her 
wishes will prevail. For example, Lear (1997), stated that men exert power when ... they 
refuse to use a condom when asked. This leads to unsafe sexual practices. 
Byrne (1983) suggested five behavioural steps to successful contraception. These 
are to acquire, process, and retain accurate contraceptive information; acknowledge the 
likelihood of engaging in sexual intercourse; obtain the relevant contraceptive; 
communicate witll tbe sexual partaer about coatraceptioa; and use the chosen method 
of contraception. In 1990, these steps were expanded by Fisher to deal with the 
prevention ofSTDs. He expanded the number of steps to seven by adding an active 
decision- making step and a step dealing with learning to shift to preventative scripts. 
The behavioural step pertaining to communication was included for the prevention of 
STDs (Caron, Davis, Halteman & Stickle, 1993). 
Lack of communication has serious consequences in relation to mv 
trausmission. Without communication, it is impossible to know sexual histories before 
having sex and it greatly constrains the negotiation of sexual behavioiD'. 
· The major findings from the literature review pertaining to assertiveness and 
communication may be summarized as follows: difficulty communicating about sexual 
matters is common among both males and females; poor communication between sexual 
partners about sexual matters is associated with high-risk sexual behaviour; and 
communication can impact upon a person's sexual health as good communication skills 
are vital to the negotiation of safer sex behaviour. 
3.4 Safer Sex Bellavioar 
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There have been several studies canied out to assess the safer sex behaviours of 
university and college students. Hawkins, Gray & Hawkins (1995) surveyed a random 
sample of 31 S sexually active college students ftom a university in the Northwest of the 
United States to assess reported safer sex behaviours. The safer sex behaviours assessed 
were: discussion of contraceptives, being more selective, reducing the number of sexual 
partners, discussion of partner's sexual health, using condoms or dental dams, having only 
one sexual partner, and abstaining ftom sexual intercourse. 
The most frequent safer sex behaviours included discussion of contraceptives with 
58.6% of respondents indicating that they engaged in this activity. Being more selective 
with sexual partners was chosen by 46.5% of respondents while reducing the number of 
sexual partners was indicated by 43.6% of respondents. The least frequent safer sex 
behaviours were discussion of par1Der's sexual health prior to sexual behaviour with 
26.1% of respondents indicating this, using condoms or dental dams chosen by 24.4% of 
respondents, having only one sexual partner indicated by 22.6% of respondents, and 
abstaining from sexual intercourse as a safer sex precaution with only 12.3% of 
respondents choosing this option (Hawkins, Gray & Hawkins). Limitations of this study 
included that the response rate (44%) may have affected the results and tbat there was 
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omission of questions pertaining to type of contraception discussed with partner. 
Santelli et al.( 1996) used a street survey to interview women aged 17-35 from two 
inner-city neighbourhoods in the American city of Baltimore. A modified street-intercept 
approach was used with a daily quota filled by interviewers in each age category. A total 
of 625 women were interviewed. Because of the use of a five dollar cash incentive7 there 
was only a five percent refusal rate. The stages of behaviour change model was used to 
explore various factors as they relate to using condoms. It was found that a woman's 
relationship with her main partner appears to be an important factor in understanding the 
use of condoms both with her main partner and with other partners (Santelli et al. ). Also, 
it was found that support of the male partner for condom use facilitated both women's 
intentions to use condoms and the consistency of their use. 
A survey of265 college students was conducted by Dekin (1996) in New York 
state in the u.s. to determine mv -related knowledge, attitudes, behaviom, and perceived 
self-efficacy with regard to engaging in mv -protective bebavio\D'S. Although HIV 
knowledge was high, perceived self-efficacy differed significantly by gender, with men 
describing themselves as less likely to insist upon condom use (p<.OOOOl). Men were 
also significantly more likely to believe that monogamy eliminates the need for condoms 
(p<.OI). Approximately 13 men (S% of the sample) and IS women (5% of the sample) 
said that they do not use condoms because they are protected from pregnancy by the pill 
(Deldn). 
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Misovich, Fisher, and Fisher (1996) assessed the extent to which college students 
believed that knowing their partner eliminated the need to practice safer sex. 
Questionnaires were distributed among undergraduate students fiom the University of 
Connecticut Results from the 563 respondents indicated that more than half of them 
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appear to feel that knowledge about a partner's sexual history allows one to decide 
whether or not to practice safer sex with them and that serial monogamy (defined as a 
sequence of exclusive sexual relationships) is a sufficient condition for unprotected 
sexual practices (Misovich, Fisher &. Fisher, 1996). 
In 1990, DiClemente, Forrest, and Mickler investigated the knowledge and 
attitudes about AIDS and changes in fUV-preventive behaviours in 1127 students at 
geographically diverse universities and colleges in the United States in 1990. Their 
findings indicated that while students possessed a high level of knowledge about the 
transmission oflflV, they were likely to possess many misconceptions about casual 
contact as a means of transmission ofiDV. Students reported a mean of 3.9 
misconceptions about casual contact ofiUV from the six item scale measuring 
misconceptions. Thirty percent (300..4) agreed that you could get AIDS from kissing, while 
sixteen percent agreed that you could get AIDS from sharing a drinking glass 
(DiClemente et al.). 
A substantial portion of respondents, 37%, reported never using condoms 
during sexual intercourse while 43% indicated having bad multiple sexual partners in the 
year before the survey took place. Level of knowledge about AIDS was not found to be 
44 
significantly related to student's HIV -preventive behaviour change. Changes in HN-
protective behaviour were reported more commonly by those with low knowledge scores 
than those with high scores (DiClemente et al., 1990). However, perceived risk ofHIV 
infection was strongly related to a self-reported increase in health protective behaviours. 
Stud~ts who perceived themselves to be more vulnerable to contracting AIDS, reported 
increased condom use and reduction in the number of sexual partners {DiClemente et al., 
1990). This study gave valuable information about the lack of association between AIDS 
knowledge and mv -preventive behaviour change that confirmed results of similar studies 
{Baldwin & Baldwin, 1988; Becker & Joseph, 1988; Bishop & Lipsitz, 1988 cited in 
DiClemente et al., 1990). Levy, Samson, lopez, Picod-Bemard and Maticka-Tyndale 
(1993) surveyed 404 sexually active students between 17 and 21 years of age living in 
Lyon (France), Montreal (Quebec), and SaJamanque and Madrid (Spain). The students 
<:ampleted questionnaires dealing with their contraceptive patterns, their perceptions of 
AIDS and their risky sexual behaviours (Levy et at.). Results showed that in France and 
Quebec, those who bad their first intercourse before age 17 used oral contraceptives 
nther than condoms. Also, girls ftom Quebec had a higher level of risky sexual 
behaviours for AIDS than did girls fiom France, but the opposite was true for boys. Both 
girls and boys fiom Spain adopted safer sex behaviours at a higher rate than those in the 
other setting. 
Uddin (1996) surveyed a random sample of238 heterosexual undergraduate 
women enrolled in a California university in 1993. Her purpose was to determine levels 
45 
ofpen:eived self-efficacy to engage in safer sexual behaviour. She predicted that 
pen:eived self-efficacy levels were related to stereotyped attitudes. assertiveness. 
communication. and safer sex and that these levels may play a role in decreasing women's 
risk of sexually contracting HIV infection. She hypothesized that participants with high 
levels of pen:eived self-efficacy would report significantly more sexually assertive 
responses than participants with low levels of perceived self-efficacy. This hypothesis 
was confirmed through data analysis (Uddin, 1993). 
Limitations of this study included that the response rate (42%) may have affected 
the results. and that those women who were more comfortable practising safer sex may 
have been more comfortable completing the survey which may have biased the results. 
Finally. the results cannot be generalized extensively beyond the population chosen. 
Wendt and Solomon (1990) investigated barriers to condom use among 198 
female and 89 male heterosexual college students sampled conveniently from three 
undergraduate psychology classes at the University of Vermont during spring 1990. 
Participants were divided into three groups based on their reported condom use. These 
groups were consistent users, inconsistent users, and nonusers. Barriers to condom use 
which were assessed included 1) pleasure: concern that condoms interfered with the 
pleasure of sex; 2) intimacy: concern that condoms interfered with emotional intimacy; 3) 
partner's perception: concern about what a partner would think if you suggest using 
condoms; 4) friends' perceptions: concern about what friends would think if they knew 
you used condoms; S) communication: concern about how to talk with your partner about 
46 
condom use; and 6) low perceived need: the belief that you have no need to use condoms. 
Factor analysis on male and female responses revealed similar barriers for each gender. 
However. the barriers explained more of the variance in condom use among women than 
men. Of the predictors assessed, the low perceived need barrier was the most powerful 
predictor of condom use for both men and women. Men and women who were nonusers 
of condoms, in a current monogamous relationship, and using oral contraceptives were 
more likely to report a low perceived need to use condoms (Wendt & Solomon. 1990). 
A limitation of this study was that the variance accounted for in women was 
greater than in men which suggests that other factors may play a role in condom use for 
men. Also, the study did not assess high-risk sexual practices such as anal intercourse, 
and did not assess the STD history of sexual partners. 
Caron et al.(1993) assessed predictors of condom-related behaviours among 330 
first-year college students attending the University of Maine in 1993. They assessed 
frequency of condom use, reasons for using condoms, and attitudes toward condoms, 
serJality, and the double standard through use of a simple random sample of 800 tint-
year students. It was found that 86.4% of the 330 respondents had engaged in sexual 
intercourse, and 34.2% of those subjects reported two or more new sexual partners since 
arriving at college. While 80.3% of those who had engaged in sexual intercourse since 
arriving at college reported using a condom, only 20. ?0/o of students who bad ever 
engaged in sexual intercourse reported always using a condom. When asked about 
specific condom-related behaviours with their most recent sexual partner, few 
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respondents provided a condom, suggested using a condom, or thought that their partner 
wanted to use a condom. 
Attitudes toward the traditional double standard and condoms were fomd to be 
predictive of condom-related behaviours, however, these behaviours were different for 
men and women. Among women, those with less traditional attitudes toward the double 
standard were more likely to provide and suggest using condoms and more likely to think 
that their partner wanted to use a condom. Among men, attitudes toward the double 
standard were not found to be predictive of condom-related behaviours. However, those 
with more positive attitudes towards condoms were more likely to suggest, provide and 
use condoms (Caron ct al., 1993). This study used a random sample mailout. However, 
the response rate ( 41 %) may have affected the results. Also, only one university was 
sampled which limits the gcncralizability of the results. 
There were several findings ftom the literature review with respect to safer sex 
behaviour. First was the low rate of consistent condom use among university students. 
Also, self-efficacy and the relationship with the sexual partner were shown to be factors 
in condom use. Level of knowledge about AIDS was not significantly associated with 
mv -protective behaviours while low perceived need was the most powerfUl barrier to 
condom usc. 
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35 Aims ud Hypotheses of Study 
As has been shown in the literature review, power balance in relationships, gender 
stereotypes about the roles of sexual partners, and issues of assertiveness and 
communic~on are intricately linked to safer sex behaviour by young people (Holland, 
Ramazanoglu, Scott, Sharpe, & Thomson, 1992). Also, the TSS is a major scripting 
theory linking all these variables. Thus, this study had several aims. They are as follows: 
1. To descn"be sexual behaviour among a sample of university students. 
2. To descn"be the frequency of communication and assertiveness behaviour, safer 
sex behaviour, traditional thought about the roles of men and women, behaviour 
related to power balance, and adherence to the Traditional Sexual Script (TSS) 
among a sample of university students. 
3. To examine gender differences with respect to frequency of communication and 
assertiveness behaviour, safer sex behaviour, traditional thought about the roles of 
men and women, behaviour related to power balance, and adherence to the 
Traditional Sexual Script {TSS) among a sample of university students. 
4. To explore the relationships between traditional thoughts about the roles of men 
and women, assertiveness and communication, power balance and safer sex 
behaviour. 
The specific hypotheses for this research are as follows: 
I. Respondents who hold more traditional thoughts about the roles of men and 
women are less likely to practice safer sex behaviour. 
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2. Respondents who are not assertive and do not communicate effectively about 
HIV I AIDS and sexuality are less likely to practice safer sex behaviour. 
3. Respondents who are in a less balanced relationship with respect to power 
distribution are less likely to practice safer sex. 
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4. Methods 
4.1 Participants 
The population of the study consisted of male and female students over the age of 
nineteen, the legal age of consent for participation in surveys in Newfoundland and 
Labrador. who were attending Memorial University of Newfoundland. Sample size was 
determined following the guidelines ofNonnan and Streiner (1994) which suggests using 
ten subjects per study variable. This study contained eight variables which were (1) the 
roles of men and women (2) sexual assertiveness and communication as it relates to safer 
sex behaviours (3) sexual behaviour ( 4) safer sex behaviour (5) power balance (6) 
education (7) financial variables (8) age. This placed the sample size to be approximately 
eighty. Ninety questionnaires were collect~ however, three had to be discarded due to 
respondents not being nineteen years of age or older. The final sample size was eighty-
seven. 
4.2 Procedare 
Primary research was undertaken through the use of a self-completed 
questionnaire which was administered in the fall semester of 1997 to a sample of 
undergraduate students nineteen years of age or older who attended Memorial University 
of Newfoundland. The study design tested hypotheses utilizing convenience samples 
taken from both male and female students who were enrolled in a second level 
psychology course with two psychology prerequisites. This ensured that the majority of 
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students enrolled were over the age of nineteen. This course was not a required or 'core' 
course for the psychology degree program. Th~ students from a wide variety of 
academic backgrounds were available for the sample. 
Pennission to use class time to collect the data was obtained ftom the professor of 
the course. The professor was then given a letter to read aloud to the class infonning 
them that a graduate student was coming in the next class to distribute questionnaires and 
collect data for the purposes of a Masters thesis. At this time, the topic of the research 
was given to the class. They were told that participation was voluntary and that they must 
be over the age of nineteen to participate. Upon arrival in the classroom setting, the 
researcher once again explained the rationale of the research and that participation was 
voluntary. 
4.3 ne Qaestloaaaire 
A sixty-nine item questionnaire was developed by the researcher for the purpose 
of this study. The questionnaire consisted of seven sections. These were: the roles of men 
and women, sexual behaviour, assertiveness and communication, safer sex behaviour, 
power balance, partner demographics, and personal demographics. 
Questions pertaining to the roles of men and women, assertiveness and 
communication, and safer sex behaviour were adapted from research of a similar nature 
{Uddin, 1996). The questions about power balance in relationships were adapted fiom 
Diane Felmlee's research as well as fiom the Hispanic Condom Use Study (Marin 
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VanOss, Gomez & Tschann, 1991). Questions which pertained to the sex of respondents 
sexual partners and the type of sexual relationship that respondents were involved in were 
selected from the Sydney Men and Sexual Health Study (National Centre in HIV Social 
Researc~ Macquarie University, Australia, 1996). Other questions were devised by the 
researcher. 
4.3.1 Likert Seales 
Four sections in the questionnaire consisted of Lik:ert-scaled items asking the 
respondents to indicate the frequency with which they believed the behaviour should 
occur or the frequency of which they engaged in the behaviour. The sections dealt with 
the roles of men and women, assertiveness and communicatio~ safer sex, and power 
balance. 
1) Roles of Mea ud Womea: This section consisted of questions adapted from the 
work of Uddin. Uddin's questionnaire contained five sections. They are stereotyped 
attitudes, assertiveness, communication, safer sex behaviour, and perceived self-efficacy. 
Due to the nature and scope of the current research, five questions dealing with dating 
behaviours were chosen from the stereotyped attitudes section for inclusion in this 
section. 
These questions were chosen as they were the most relevant to sex role 
stereotypes with respect to dating relationships and provided the best fit within the scope 
and nature of the cutTent research. These questions were adapted to reflect the 
behavioural approach of the research. Also, Uddin's work was with females only. Thus, 
the questions bad to be adapted to refer to both male and female respondents. 
This section was designed to measure the occurrence and depth of traditional 
thougllts about specific dating behaviours of men and women. The respondents were 
asked to indicate the extent of their agreement or disagreement with the statement by 
indicating how often the behaviour occurs. The five-point Likert scale had "always" 
corresponding with the number "I", "often" with "2", "sometimes" with "3" "almost 
never" with "4" and "never" with "5". The scores on the five questions were added to 
obtain a score for the roles of men and women. A low scare would indicate that the 
respondent held more traditional thoughts about the roles of men and women. 
l) Assertiveaess aad Commuaieadoa: For this section pertaining to assertiveness 
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and communication, six questions were chosen from Uddin's assertiveness section and 
two questions from her communication section. These two sections were combined into 
one because all of the questions chosen about assertiveness and communication were 
closely related to the issue of sexual negotiation between partners. Questions were 
adapted to reflect the behavioural nature of the research and for use with both male and 
female respondents. 
The Likert scale for this section was the same as for the previous section with 
"always" being designated a value of"l" and "never" being designated as "5". The 
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scoring for one question was reversed to allow for consistency of the scoring method. The 
scores on the eight items were added to obtain an overall value for assertiveness and 
communication with a low score indicating that the respondent was more assertive and 
communicated better about sexual matters than a respondent with a higher score. 
3) Safer Sex Behaviour: Five questions in this section of the questionnaire were 
adapted from Uddin's findings pertaining to safer sex behaviour. Questions were chosen 
that reflected the most frequently cited safer sex behaviours and the most common modes 
of transmission oflflV and adapted them to suit both the behavioural nature of the 
research and male and female respondents. Three questions were also chosen from 
Uddin's section on perceived self-efficacy. This was done because the questions were 
closely related to the issue of negotiation of safer sex behaviour between partners. These 
questions were adapted to reflect the behavioural nature of the research and for usc with 
both male and female respondents. 
1be Likert scale for this section was the same as for the previous two sections 
with "always" being designated a value of" 1" and "never" being designated as "S". The 
scores on the eight items were added to obtain an overall value for safer sex behaviour 
with a low score indicating that the respondent practised more safer sex behaviour than a 
respondent with a higher score. 
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4) Power Balance: The fmal section of the questionnaire which utilized ~ Likert 
scale was tbe section pertaining to power balance. The questions in this section were 
adapted from the work of Felmlee (1994) and from the Hispanic Condom Use Study 
(questionnaire for use with females) (Marin VanOss et al., 1991). The questions dealing 
with power, decision-making, emotional involvement and getting a "better deal" than 
your partner are directly from the work of Felmlee. These questions were included 
because the literature supports the integral linkage of these four issues to power balance 
in relationships. These questions were adapted slightly for ease of understanding and to 
account for either a present sexual partner or a past sexual partner if the respondent had 
no present sexual partner. The other seven questions were taken from the questionnaire 
for use with females ftom the Hispanic Condom Use Study. These questions surround 
the issues of power balance in relation to negotiating condom use between partners and, 
as such, were chosen for inclusion in this section. 
The Likert scale for this section had "always" being designated as "1" and "never" 
being designatccl as "S". Only the questions from Felmlee were included in the 
correlational analysis. These questions were scored with the "sometimes" category given 
a value of 1, the "often" and "almost never" categories designated a value of2, and the 
"always" and "never" categories given a value of 3. The other questions in this section 
were analyzed for frequencies only. This section was designed to indicate balance in the 
relationship. 
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4.3.1.1 Validity 
The questionnaire was assessed for both face and content validity. Face validity 
was assessed by students in the Community Health program at Memorial University and 
professionals in non-health related fields. This was done through a pretest which occurred 
in the fall semester of 1997. Five students were asked to assess the questionnaire for face 
validity. 
Content validity was assessed by five experts in the healthcare field (Aday, 1989). 
These included a physician who is a Director of Student Health, two academic physicians 
with advanced degrees in public health, a practising physician with an advanced degree in 
public health, and an academic psychologist with a doctorate degree and expertise in 
health psychology. In addition, the questionnaire was reviewed by the members of the 
Human Investigation Committee, which is composed of professionals ftom various 
disciplines. All of these individuals gave helpful suggestions as to the relevance of the 
questions and ease of understanding of the questionnaire. Revisions were completed as 
necessary. 
4.3.1.2 ReUabUity 
Reliability was assessed by using Cronbach's alpha (Mitchell & Jolley, 1999) as 
a measure of internal consistency. Also split-half reliability was used. Both of these 
measures were calculated using SPSS after data collection and data entry took place. The 
results of these measures will be discussed later in reference to the specific findings 
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generated by different sections of the questionnaire. 
4.4 Ethical Coasidentioas 
Prior to data collection, this study was reviewed and approved by the Memorial 
University of Newfoundland Faculty of Medicine Human Investigation Committee 
(Appendix). Because of the sensitive nature of this study, several steps were undertaken 
to preserve the confidentiality and anonymity of both respondents and non-respondents. 
The questionnaires did not contain any personal identifiers. Thus, there is no manner in 
which the resean:her could know who answered which questionnaire. The questionnaires 
were distributed with letters of consent informing the students that by completing the 
questio~ they had given their consent to be part of this study. They were also 
informed in this letter that they did not have to complete all questions contained in the 
questionnaire if they did not choose to do so. 
Respondents were seated in individual desks which afforded them the opportunity 
to shield their responses from their peers around them. Envelopes were provided with the 
questionnaires so that respondents could place their answered questionnaira in the 
envelopes and seal them before returning them to the researcher. This lessened the 
chances of participants seeing each others' responses. 
Questionnaires were distributed to all students present. However, they were 
advised that if they did not wish to participate, they should place the unanswered 
questionnaires in the envelopes provided, seal them and return them at the end of the data 
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collection period. This ensured that there was no embarrassment encountered by those 
who chose not to participate and the confidentiality of non-respondents was preserved. 
After data collection, the questionnaires were kept in a locked drawer in a locked office at 
Memorial University of Newfoundland. This further ensured the confidentiality of the 
participants. 
4.5 Data Aaalysis 
All questionnaires were coded and entered into SPSS version 7.5 for data analysis. 
Frequencies were calculated on the group as a whole a well as for males and females 
separately. Both parametric and non-parametric statistics were utilized in this study. 
Pearson's correlation was used as a measure to assess the relationships among variables 
as outlined in the hypotheses for this study. The chi-square test was used to determine 
differences in responses between males and females and the t-test was used to determine 
the differences in means between male and females. Multiple regression was used to 
predict lhe relationship between safer sex behaviour, power balance, assertiveness and 
communication, and the roles of men and women. 
59 
5. Results 
In this section the results of this study will be presented by giving details of the 
characteristics of the sample and by providing an indepth analysis of the data collected. 
All frequencies will be presented based upon the responses fiom the total sample. Some 
frequencies will also be broken down based upon sex for comparison of male and female 
responses. 
Several questions in the questionnaire bad exclusion criteria. They were only to 
be completed by those respondents whose experience was in accord with the criteria. 
Where this occurs, frequencies will be presented based upon the subset only (n=nmnber 
of respondents eligible for response). However, the number of eligible responses will be 
indicated so that the reader will be aware that the frequencies are based on only a subset 
of the sample. 
5.1. Description of Respoadeats 
5.1.1 Demographics of tile Sample 
The sample consisted of both male and female students nineteen years of age and 
older and enrolled in a second level psychology (non-core) course. Ninety people 
attended lectures on the day allotted for data collection. This was approximately half of 
those enrolled in the course. Ninety questionnaires were collected from the sample. 
Three questionnaires had to be discarded as it was found that the participants were under 
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nineteen years of age, the legal age of consent in Newfoundland and Labrador. Thus, the 
final sample size was 87. 
The sample was composed of 19 males and 64 females while four respondents did 
not indicate to which sex they belonged. Thus, the sample was approximately 23% male 
and 77% female. Eighty-three respondents indicated their age with 34.90t4 being 19 years 
of age. Nineteen percent (19.3%) indicated they were twenty years old while twenty-one 
percent (20.5%) indicated that they were twenty-one years old. Thirteen percent (13.3%) 
indicated that they were twenty-two years of age while the rest of the rapondents 
(12.00.4.) were between the ages of twenty-three and thirty-six years old. 
Eighty-one respondents indicated their permanent residence, with 45.7% stating 
that their permanent residence was large urban (greater than or equal to 10, 000 people). 
Thirty-seven percent (37.00.4.) indicated small urban (between 2000 and 9999 people), 
while seventeen percent (17 .3%) indicated rural (less than 2000 people). 
Some questions pertaining to personal financial indicators of the individuals in the 
sample were also asked. Respondents were asked if they were working in addition to 
studying. A total of eighty-one people responded to this question with approximately 
thirty-six percent (35.8%), or 29/81, indicating that they were working. while sixty-four 
percent (64.2%), or S2/81, indicated that they were not working. Respondents who 
indicated that they were working as well as studying, (n= 29) were asked to indicate how 
many hours per week they spend working at their job. A majority of respondents 
indicated that they spend ten to fourteen hours per week working at their jobs. 
61 
Respondents were asked to indicate the particular year of study in which they 
were enrolled. A total of seventy-seven respondents answered this question with fifty-
two percent (51.9%}, or 40/77, saying that they were in their second year. Approximately 
twenty-nine percent (28.6%), or 22177, said that they were in their third year while twenty 
percent (19 .5% ), or I sn1, said they were in fourth through seventh year. 
Respondents were also asked to state their academic major. Seventy-seven 
respondents answered this question. As is shown in Table 1, most students indicated that 
they were either science (24. 7%) or psychology (18.2%) majors. Another 490.4 were 
spread among seven other academic majors while 8% of respondents indicated that they 
were undecided. 
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Table 1: Academic Major 
N Perceat(%) 
Science 19 24.7 
Psychology 14 18.1 
Arts 9 11.7 
Business 9 11.7 
Pre-professional Programs 7 9.1 
Social Work s 6.5 
Education (including Physical Education) 3 3.9 
General Studies 4 5.2 
Nursing 1 1.3 
Undecided 6 7.8 
Total 77 100.0 
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5.1.2 Sez:ual Belaaviour 
A total of89% of the respondents (n=73) answered yes to the question 'Have you 
ever had sexual intercourse?'. This was 100% of male respondents and 8S.S% of female 
respondents. The seventy-three respondents who indicated that they had sexual 
intercourse were then probed further about other aspects of their sexual behaviour. They 
were asked to state the number of sexual partners they had over their lifetime. The results 
are displayed in Table 2. Thirty percent of the sample indicated that they bad only one 
sexual partner over their lifetime. Female respondents had slightly more sexual partners 
over their lifetime than the male respondents. A total of 44.6% of males, or 8/18, had 
greater than two sexual partners over their lifetime whereas 49.0% of females, or 2SIS 1, 
had greater than two sexual partners over their lifetime. 
Table 2: Number of Sexual Partaen over Lifetime. 
#of Frequency Percent Male Male Female Female 
Partners (%) Frequency Percent(%) Frequency Percent 
(OAt) 
1 21 30.4 7 38.9 14 27.5 
. 
2 IS 21.7 3 16.7 12 23.5 
3 8 11.6 1 5.6 7 13.7 
4 6 8.7 1 5.6 s 9.8 
s 4 5.8 2 11.1 2 3.9 
6 7 10.1 1 5.6 6 11.8 
7or 8 11.4 3 16.7 s 9.9 
more 
Total 69 100.0 18 100.0 51 100.0 
Respondents were asked to indicate if their sexual partners bad been men only, 
women only, or both men and women. No one indicated ever having had a same sex 
sexual partner. Only heterosexual relationships were indicated. 
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Respondents were also asked to categorize their sexual relationships at pRSent. As 
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is shown in Table 3, the majority categorized their sexual relationship at present as being 
monogamous with one partner only. Percentage wise, almost twice as many female 
respondents (68% or 34/50) indicated this as male respondents (38.90/o or 7118). 
The subjects were then asked to indicate if they had engaged in sexual intercourse 
in the past twelve months. Seventy-two persons responded to this question. There was 
little difference between males and females and 87.5% of the sample, or 63172, indicated 
that they had engaged in sexual intercourse in the past twelve months. 
Table 3: Se:s:ual Reladonship{s) at Preseat 
All Percent% Male Male% Female Female% 
None 19 27.5 8 44.4 10 20.0 
Casual Sex 6 8.7 3 16.7 3 6.0 
Only 
Monogamous 41 59.4 7 38.9 34 68.0 
relationship 
with one 
partner 
Other Type of 3 4.3 0 0 3 6.0 
Relationship 
Total 69 100.0 18 100.0 so 100.0 
•• Oae rapoadellt did 110t specify ta 
The respondents who indicated that they had engaged in sexual intercourse in the 
past twelve months were then asked to specify the number of sexual partners they bad in 
66 
the past twelve months. This is displayed in Table 4. Almost 690.4 of respondents, or 
42/61, said that they had only one partner in the last twelve months as over 70% of the 
males, or 10/14, and 67% of the females, 31/46, indicated this. Thirty-one percent 
(31.1%) of the female respondents, or I 4/46, had two or more partners in the past twelve 
months as compared to 28.6%, or4/14, of male respondents. 
Table 4: Number of Se:nal Partaen ia Past Twelve Moaths. 
#of Male Male Female Female 
partners Frequency Percent Frequency Percent(%) Frequency Percent 
(%) (%) 
1 42 68.9 10 71.4 31 67.4 
2 11 18.0 2 14.3 9 19.6 
3 s 8.2 2 14.3 3 6.S 
4 2 3.3 0 0 2 4.3 
s 1 1.6 0 0 1 2.2 
Total 61 100.0 14 100.0 46 100.0 
•• Oac ~deat did aot specify sex 
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5.1.3 Roles of Men and Women 
One of the objectives of this study was to investigate and describe traditional 
thoughts about the roles of men and women within the sample. Aspects explored in this 
section included: 
·.' 
• financial responsibility for a date 
• sexual experience 
• perception of how a lack of sex would affect males and females 
• primary responsibility for protecting against pregnancy 
• primary responsibility for protecting against sexually transmitted diseases 
Because this section wasn't sensitive in nature and had no exclusion criteria 
(answering was not dependent upon sexual experience) this section appeared at the 
beginning of the questionnaire. This section contained five questions. Responses for all 
the sample as a whole (A), and for males (M) and females (F) separately will be presented 
(Table 5). 
When attempting to interpret these data, however, one must bear in mind that 
there were only 19 male respondents. This leaves few responses in some categories. 
Also, some respondents answered the questions without indicating which sex they were. 
Thus, the combined nwnber of responses for men and women may not add up to the 
nwnber of group responses. These responses as well as missing responses will be 
indicated by using the letter "0" representing "other responses". 
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TableS: Responses to Questions about the Roles of Men and Women by Percent 
RolesofMen N Always Often Some Almost Never x2 p 
8DdWomen (%) (%) times Never (%) 
(%) (%) 
Men should take All (85) 1.2 4.7 64.7 11.8 17.6 9.215 .056 
financial Malcs(19) 5.2 S.3 84.2 0.0 5.3 
responsibility for Females (64) 0.0 4.7 60.9 14.1 20.3 
a date 0(2) 
Men sbould bave All (84) 0.0 2.4 19.0 16.7 61.9 3.108 .375 
IIICn sexual Males (19) 0.0 0.0 31.6 10.5 57.9 
experience tban Females (63) 0.0 3.2 15.9 19.0 61.9 
women 0(2) 
A lackofsex AU(84) 2.4 23.8 15.5 19.0 39.3 16.042 .003* 
lakes a greater Males (18) 5.6 55.6 5.6 22.2 11.1 
. 
toll on men tban Females (63) 1.6 15.9 19.0 17.5 46.0 
women 0(3) 
Women should AU(8S) 1.2 4.7 14.1 8.2 71.8 7.672 .104 
bear the primary Males (18) 5.6 5.6 27.8 11.1 50.0 
respomibility for Females (64) 0.0 4.7 10.9 7.8 76.6 
protec:tiDs 0(3) 
agaiDst 
prqnaacy 
Women should All(86) 4.7 1.2 14.0 8.1 72.0 4.806 .308 
bear tbe primary Males(19) 10.5 0.0 21.1 0.0 68.4 
responsibility for Females (64) 3.1 1.6 12.5 10.9 71.9 
prorectiDs 0(3) 
apinst sexually 
1ransmitted 
diseases 
Mean All 20.05 t significuce StiDdard deviation All 3.69 
Mean .Male 17.79 StaDdard deviation Male 3.51 
Mean Female 20.69 -3.211 .002* Standard deviation Female 3.44 
Croobacb's alpha .61 Split-half Rliability .4S 
• sipificaat at tbe p< .OS level 
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Noteworthy findings were responses to the questions pertaining to lack of sex, 
financial responsibility. and responsibility for protecting against pregnancy and sms. In 
the response to 'A lack of sex takes a greater toll on men than women,' significantly more 
males than females agreed to the statement. The sex difference in the responses to the 
statement about men being financially responsible for a date approached significance. The 
female students were less likely to agree with this statement. There also appeared to be 
some sex difference, however it was not significant, in response to the statement 
pertaining to responsibility for pregnancy. The majority of females, 76.6%, said that 
women should 'never' bear the primary responsibility for protecting against pregnancy. 
The majority of males, 50.0%, also said this. However, only 10.98A, of the females 
responded 'sometimes' while 27.8% of males chose 'sometimes' as their response. 
The majority ofboth male and female respondents, 68.4% and 71.98/o 
respectively, said that women should 'never' bear the primary responsibility for protecting 
against sexually transmitted diseases. However, 10.5% of the males responded 'always' to 
this statement while only 3.1 o/o of female respondents chose 'always.' Furthermore, 21.1% 
of the males responded 'sometimes' and only 12.5% of the females chose 'sometimes' as 
their response. 
Two measures of reliability were calculated separately to provide a degree of 
utility for the scale. These were Cronbach's alpha and the split-half reliability test. 
Cronbach's alpha was 0.61 and the split-halfreliability was 0.45. This level of reliability 
suggested that the individual scale items could be summed in a correlation analysis to 
provide a measure of'perceived roles of males and females'. A high score on the 
correlation analysis would indicate a less traditional attitude. The overall mean scores 
indicated that females have a less traditional attitude than males to the roles of females. 
This difference in means was found to be significant at the p<.OS level. 
S.l.4 Assertiveaess aad Commuaieatioa 
In this section, assertiveness and communication as they relate to safer sex 
behaviour were assessed. Aspects explored included: 
• responsibility for supplying condoms 
• suggesting using a condom 
• initiating discussions about safer sex with a partner 
• having sex just to please a partner 
• discussing condom use with a partner before engaging in sex 
• discussing sexual history honestly with a partner 
• telling a partner when they are getting more physically intimate than they would 
like and 
• refusing sexual activity with someone, even if they have had sex together before. 
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This section bad the exclusion criterion of not having bad sexual intercourse in the 
past twelve months. A time frame of twelve months was chosen to give respondents a 
context in which to respond to the statements and to help reduce any recall bias in the 
sample. The responses to the statements in this section are displayed in Table 6. 
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Table 6: Respooses to Assertiveaess and Commuoicatioa Statements by Percent 
Assertiveness N Always Often Some Almost Never x2 p 
and (%) (%) times Never (%) 
Communication (%) (%) 
I asswue that I All(60) 35.0 5.0 41.7 6.7 11.7 8.252 .083 
am~nsible Males (14) 64.3 0.0 28.6 7.1 0.0 
for supplying Females (45) 26.7 6.7 44.4 6.1 15.6 
condoms if the Otbcr(l) 
aeedarises 
During sexual All (60) 15.0 28.34 41.7 8.3 6.1 8.335 .080 
situations, I am Males(l4) 28.6 2.9 14.3 0.0 14.3 
lbe first to Females (45) 8.9 24.4 51.1 11.1 4.4 
suggest using a Other (I) 
coadom 
I am the first to All (60) 10.0 20.0 50.0 11.7 8.3 1.957 .744 
initiate Males(l4) 7.1 28.6 50.0 0.0 14.3 
discussions Females (45) 8.9 17.8 51.0 15.6 6.7 
about safer sex Otber(1) 
with a panner 
I will have sex All(61) 3.3 3.3 29.5 26.2 37.7 8.165 .086 
just to please a Males(l4) 14.3 7.1 21.4 28.6 28.6 
partner Females (46) 0.0 2.2 32.6 26.1 39.1 
Other (I) 
I discuss All (57) 17.5 11.5 22.8 22.8 19.3 1.913 .152 
CODdom use with Males(14) 14.3 14.3 35.1 14.3 21.4 
I putDer several Females (43) 18.6 18.6 18.6 25.6 18.6 
dates before Otber(O) 
eapgiag in sex 
I discuss my All(60) 61.7 18.3 8.3 10.0 1.7 6.672 .1S4 
sexual history Males(14) 71.4 7.1 7.1 14.3 0.0 
boaestly with a Females (46) 58.7 21.7 8.7 8.7 2.2 
partner Otber(O) 
I teU my partner All(59) 55.9 11.9 22.0 5.1 5.1 22.808 .000* 
when weare Males (14) 35.7 0.0 28.6 21.4 14.3 
getting more Females (45) 62.2 15.6 20.0 0.0 2.2 
pbysicaUy Other(O) 
intimate than I 
would like 
72 
I feel All (60) 50.0 18.3 18.3 8.3 5.0 5.336 .255 
comfortable 
refUsing sexual Males (14) 50.0 7.1 7.1 28.6 7.1 
activity with Females ( 46) so.o 21.7 21.7 2.2 4.3 
someone, even if Otber(O) 
~~bad sex 
together before 
Mean All 20.25 t signific:anc:e StaDdard deviation AU 4.33 
Mean Male 20.79 Standard deviation Male s.oo 
Mean female 20.30 .377 .708 Standard deviation Female 3.92 
Croabach's alpha .92 Split-half reliability .so 
* significant at the p< .OS level 
All of the questions in this section produced noteworthy responses. With respect 
to group responses, 'I discuss condom use with a partner several dates before engaging in 
sex' is split almost evenly among the five response categories. There was a total of fifty-
seven respondents to this question with almost eighteen percent (17 .S%) of respondents 
choosing 'always' and the same percentage choosing 'often'. Almost twenty-three pereent 
(22.8%) chose the responses 'sometimes' and the same percentage chose 'almost never 
while nineteen percent (19.3%) of respondents chose 'never' as their response to this 
statement. 
When asked to respond to the statement 'I discuss my sexual history honestly with 
a partner' the majority of respondents (61. 7%) said tbat they 'always' honestly discuss 
their sexual history with a sexual partner. Only 1. 7% of respondents said that they 'never' 
honestly discuss their sexual history with a sexual partner. 
Participants were also asked to respond to the statement 'I feel comfortable 
refusing sex with someone even if we've had sex together before.' Fifty percent of the 
sixty respondents to this statement indicated that they 'always' feel comfortable refusing 
sex with someone even if they have had sex together before. Approximately eighteen 
percent(l8.3%) of respondents said 'often' and another eighteen percent (18.3%) chose 
'sometimes' as their response. About eight percent (8.3%) said that they 'almost never' 
feel comfortable refusing sex with someone even if they had sex together before. Five 
percent said that they would 'never' feel comfortable refusing sex with someone even if 
they had engaged in sex together before. 
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When responses are broken down by sex several differences in the male and 
female response emerge. One of these is the response to 'I assume that I am responsible 
for supplying condoms if the need arises.' The majority of the males (64.3%) responded 
'always' while a large portion of the females (44.4%) responded 'sometimes.' Also, the 
percentage of males that said that they 'never' assume that they are responsible for 
supplying condoms was zero. However, about fifteen percent (15.6%) of the females 
responded in this manner. With respect to group responses, thirty-five percent indicated 
that they 'always' assume that they are responsible for supplying condoms if the need 
arises. However, the largest portion of responses (41.7%) was in the 'sometimes' 
category. 
Also noteworthy is the response to the statement 'During sexual situations, I am 
the first to suggest using a condom.' Here, the male response is clustered primarily around 
'always' and 'often' with 28.6% and 42.90/c, respectively. On the other hand, the female 
response is centred primarily in the 'sometimes' category with S 1.1% of the respondents 
choosing this option. 
74 
Also, respondents were asked to respond to the statement 1 will have sex just to 
please a partner.' More males than females indicated that they would 'always' have sex 
just to please a partner. The male response in the 'always' category is 14.3% while for the 
females it is zero. A large portion of females (39.1%) chose 'never' as their response to 
this statement. 
Another issue in this section deals with the response to the statement 'I tell my 
partner when we are getting more physically intimate than I would like.' The female 
response is primarily in the categories 'always', 'often', and 'sometimes' with 62.2%, 
15.6% and 20.00/o respectively. A portion of males (35.7%) also chose 'always' as their 
response to this statement. However, twenty-eight percent (28.6%) of males indicated that 
they 'sometimes' tell their partner when they are getting more physically intimate than 
they like, while thirty-six percent (35.7%) of males said that they 'almost never' (21.4%) 
or 'never' (14.3%) tell their partner when they are getting more physically intimate than 
they like. This sex difference was statistically significant 
Cronbach's alpha and the split-half test were used as measures of reliability on the 
scale used to assess assertiveness and communication. The result of Cronbach's alpha was 
0.92 and the split-half test was 0.50 indicating a cohesive scale. Low summed scores on 
this scale indicate a high level of assertiveness and communication. There was no sex 
difference in the overall scores. 
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5.1.5 Safer Sex Belaaviour 
This section also had the exclusion criterion of not having had sexual intercourse 
in the past twelve months. Participants were asked to indicate their response to various 
statements dealing with safer sex behaviour. They were asked to indicate if they 'always', 
'often', 'sometimes', 'almost never", or 'never" engage in the safer sex behaviours described. 
The aspects of safer sex behaviour explored in this section were: 
• questioning a partner about his/her sexual history 
• delaying sex until knowing a partner well enough to practice safer sex 
• limiting sexual activity to less risky practices 
• using condoms during sexual activity 
• carrying condoms on a date 
• refusing to have intercourse if no condom was available, and 
• insisting on condom use even if a sexual partner did not want to use one 
The results of the statements in this section are detailed in Table 7. 
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Table 7: Responses to Statements about Safer Sex Bebavioar by Percent 
Safer Sex N Always Often Some Almost Never z2 p 
Behaviour (%) (%) times Never (%) (%) (%) 
I question a All(60) 46.7 26.7 18.3 6.7 1.7 4.934 .294 
partner about Males(14) 57.1 14.3 21.4 0.0 7.1 
bislber sexual Females ( 46) 43.5 30.4 17.4 8.7 0.0 
history Otber(O) 
I delay sex A11(58) 48.3 25.9 19.0 5.2 1.7 6.572 .160 
until I kDow a Males(14) 42.9 21.4 21.4 7.1 7.1 
parlllerMU Females (44) 50.0 273 18.2 4.5 0 .0 
euougbto Other(O) 
practice safer 
sex 
I limit my All(59) 33.9 28.8 28.8 6.8 1.7 4.477 .345 
sexual activity Males(14) 35.7 35.7 21.4 0.0 7.1 
to practices Females ( 45) 33.3 26.7 3i1 8.9 0 .0 
lmowntobc Other(O) 
less risky 
I usc condoms All (60) 28.3 21.7 33.3 10.0 6.7 4.480 .345 
during sexual Males(14) 42.9 28.6 14.3 0.0 14.3 
activity Females ( 46) 23.9 19.6 39.1 13.0 4.3 
Otber(O) 
I carry All(S8) 13.8 S.2 24.1 1S.S 41.1 13.976 .007* 
condoms with Malcs(14) 42.9 7.1 14.3 7.1 28.6 
me on a elate Females (44) 4.5 4.S 27.3 18.2 45.S 
Olbcr(O) 
I would refuse AU(58) 36.2 20.7 31.0 10.3 1.7 2.848 .584 
to bave Males(14) 35.7 21.4 28.6 14.3 0.0 
iDren:oune Females (44) 36.4 20.5 31.8 9.1 2.3 
with • partDcr Otber(O) 
ifaocoadom 
wu available 
I would iDsist AU(SB) 44.8 20.7 22.4 10.3 1.7 7.065 .132 
onusma• Males(14) 35.7 35.7 14.3 7.1 7.1 
c:oadom even Females (44) 47.7 15.9 25.0 11.4 0.0 
ifmyputaer Otber(O) 
did DOt want to 
use one 
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Mean All 15.88 t significance Standard deviation All 5.22 
Mean Male 16.07 Standard deviation Male 6.75 
Mean Female 15.83 .153 .879 Standard deviation Female 4.75 
Cronbach's alpha .95 Split-half reliability .85 
* sipilicaat at tile p< .OS levd 
With respect to group responses, a total of sixty people responded to the statement 
'I question a partner about his/her sexual history.' Of those who responded, almost forty-
seven percent (46.7%) said that they 'always' question a partner about his/her sexual 
history. Another 26.7% responded 'often' while 18.3% responded 'sometimes.' 
Almost thirty-four percent (33.9%) of respondents indicated that they 'always' 
limit sexual activity to practices known to be less risky. While about fifty-eight percent 
(57.6%) said that they 'often' (28.8%) or 'sometimes' (28.8%) limit their sexual activity to 
practices known to be less risky. However, 8.5% of respondents said that they 'almost 
never' (6.8%) or 'never' (1.7%) limit their sexual activity to practices known to be less 
risky. 
Respondents were also asked to indicate their response to the statement 'I would 
refuse to have intercourse with a partner if no condom was available.' A total of fifty-
eight persons responded to this statement with a substantial portion (36.2%) indicating 
that they would 'always' refuse to have intercourse with a partner if no condom was 
available. Fifty-two percent (5 I. 7%) of respondents indicated that they would 
'sometimes' (3l.OOA,) or 'often' (20. 7%) refuse intercourse with a partner if no condom was 
available. However, about twelve percent of respondents said that they would 'almost 
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never' (10.3%) or 'never' (1.7%) refuse to have intercourse with a partner if no condom 
was available. 
Almost forty-five percent ( 44.8%) of respondents indicated that they would 
'always' insist on a condom even if their partner did not want to use one. Close to twenty-
one percent (20.7%) of respondents said that they would 'often' insist on a condom if their 
partner did not want to use one. However, again 12% said that they would 'almost never' 
or 'never' insist on a condom if their partner did not want to use one. 
Participants were asked to respond to the statement 'I cany condoms with me on a 
date.' Fourteen males and forty-four females responded to this statement. A large portion 
(42.9%) of the male respondents indicated that they 'always' carry condoms with them on 
a date. Only four and a half percent of the females responded that they 'always' carry 
condoms with them on a date. Most of the female respondents (4S.S%) indicated that 
they 'never' cany condoms with them on a date. Almost twenty-nine percent (28.6%) of 
the male respondents also indicated that they 'never' carry condoms with them on a date. 
Overall, the major portion of the group ( 41.1 %) also said that they 'never' carry condoms 
with them on a date. The sex difference in response to this statement was found to be 
significant at the p< .OS level. 
With respect to using condoms during sexual activity a total of forty-six females 
and fourteen males responded. Again, a major portion of the males (42.9'.4) indicated that 
they 'always' use condoms during sexual activity. A lesser percentage (23.9%) of females 
indicated that they 'always' use condoms during sexual activity. The largest portion of 
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females (39.1 %) chose 'sometimes' as their response to this statement. Overall as a 
group, only about twenty-eight percent (28.3%) indicated that they 'always' use condoms 
during sexual activity. The largest portion of the group (33.3%) indicated that they 
'sometimes' use condoms during sexual activity. 
Cronbach's alpha and split-balftest were used as reliability measures. The result 
for Cronbach's alpha was 0.95 and for the split-half test was 0.85. Lower summed scores 
indicated a higher level of safer sex behaviour. There was little sex difference in the 
overall safer sex behaviour scores. 
Respondents were then asked to complete three other questions. The first of 
these was 'Have you ever experienced difficulty in negotiating safer sex (using condoms) 
with a sexual partner?' A total of fifty-seven persons responded to this question (forty-six 
females and eleven males). Over eighty percent (81. 7%) of respondents indicated that 
they had not experienced any difficulty in negotiating safer sex with a par1Der while 
eighteen percent (18.3%) of respondents, 21.4% of males and 17.4% of females, 
indicated that they bad experienced difficulty with negotiating safer sex with a partner. 
Those respondents who indicated that they bad experienced difficulty negotiating 
safer sex with a partner were then asked to describe what the difficulty was and how they 
resolved it A total of eight persons responded. Because of the small number of 
responses to this question, a quantitative analysis will not be given. A complete listing of 
responses to this question can be found in Appendix B. Some responses to this question 
include the three males who answered that they were the partner that did not want to use 
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condoms. For example: 
• "Didn't want to use condom. I prefer the pill as a safer sex precaution." Male, age 
21. 
• "'The condoms are too uncomfortable and I didn't want to use it. But I tried for a 
while, then I quit." Male, age 22. 
Five females indicated that their partner was the one that didn't want to use 
condoms. For example: 
• "When I was a teenager, my partners did not want to use a condom; it took away 
from the moment. Didn't know if it would work anyway. They said it took away 
from sexual feeling. Sometimes I took chances anyway." Female, age 36. 
• "Problem: he wouldn't use condoms. It was never really resolved. I couldn't 
make him see my point and he'd just get mad and complain." Female, age 19. 
Respondents were then asked to detail their approach to negotiating safer sex with 
a sexual partner. Forty-six respondents answered this question. Complete responses to 
this question can be found in Appendix B. Some typical responses include the following: 
• "Either a condom is used or there will be no sex." Female, age 21. 
• "Decision was agreed upon by me and my partner from the beginning. It was a 
priority for both of us." Female, age 19. 
• "Unless I know the person very well, I will not engage in sex without negotiating." 
Male, age 22. 
• "My main approach, as well as his, is to practice every caution to discourage the 
chance of possible pregnancy." Female, age 19. 
• "I ask if they have a condom. If they don't, in most cases, I have refused to have 
sex. However, there have been times when I have had sex without using a 
condom." 
Female, age 21. 
Respondents usually wrote more than one statement or expressed more than one 
theme in response to this question. Responses were broken down into themes and the 
results are displayed in Table 8. The most common strategy was outright refusal to have 
sexual intercourse without condoms. Some comments were: 
• "No glove, no love." Female, age 22. 
• "Condoms." Male, age 21. 
• "Let them know I will not have sex unless they use a condom." Female, age 19. 
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• "Talking openly and choosing the safest practice with regard to sex and safe sex." 
Male, age 21. 
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Table 8: Approacb to Negotiatiog Safer Sex 
Frequency Percent (%) 
Refuse to have sex without a condom 18 25.0 
Discussion of safer sex and the risks 10 13.9 
Both partners responsible for protection 8 11.1 
Choose partners who agree with safer 6 8.3 
sex 
Ask partner if they have a condom s 6.9 
Using a condom with a partner you do 3 4.2 
not know well (ie. new partner) 
. 
Using condoms 3 4.2 
Partner was tested 2 2.8 
Other 17 23.6 
Total Responses 72 100.0 
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As can be seen in Table 8, a substantial portion (25.00/o) of the fifteen respondents 
approach negotiating safer sex by refusing to have sex without a condom. Almost 
fourteen percent (13.9%) indicated that they discuss with a partner about safer sex and the 
risks while eleven percent (11.1%) indicated that both partners are responsible for 
protection. 
5.1., Power Balaace 
The statements in this section explored various aspects of power balance in 
relationships. For this reason, the exclusion criterion of not having had a steady sexual 
partner in the past twelve months was chosen. Steady sexual partner was defined for the 
sample as being 'a person one has sex with in an ongoing relationship and may include a 
spouse.' This was done to ensure clarity of response by the sample. 
The aspects explored included: 
• having more power than a partner 
• making more of the decisions about joint activities than a partner 
• getting a 'better deal' in a relationship than a partner 
• feeling comfortable asking a steady partner to use condoms 
• being more emotionally involved in the relationship than a partner 
• whether partner would become angry if asked to use condoms 
• whether partner would refuse sex if asked to use a condom 
• whether partner would become violent if asked to use a condom 
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• whether it would bother respondent to have partner become angry 
• whether it would bother respondent to have partner refuse sex, and 
• whether it would bother respondent to have partner become violent. 
The responses to these statement are displayed in Table 9. 
Table 9: Respoases to Statemeats about Power Balaace by Perceat 
Power Balance N Always Often Some Almost Never x2 p 
(%) (%) times Never (%) 
(%) (%) 
In my relationship All(53) 1.5 0.0 56.6 20.8 15.1 .019 .891 
I bavelbad more Male (13) 7.7 0.0 61.5 23.1 7.7 
power than my Female(40) 1.5 0.0 55.0 20.0 11.5 
par1Der Otber(O) 
In my relationship All (53) 5.1 18.9 47.2 18.9 9.4 1.192 .275 
I make/made Male (13) 7.7 23.1 46.2 23.1 0.0 
moreoftbc Female (40) 5.0 17.5 41.5 11.5 12.5 
decisions about Other (0) 
'Wbatwedo 
togetber tban my 
putDer 
lam'wumore All (51) 2.0 0.0 47.1 21.6 29.4 3.709 .054 
emoCionally Male(l2) 0.0 0.0 66.9 25.0 8.3 
involved in tbe Female(39) 2.6 0.0 41.0 20.5 35.9 
relatioosbip than Olber(O) 
my partner 
I get/got a "beuer All (52) 1.9 7.7 21.2 25.0 44.2 .313 .516 
deal" in this Male(12) 8.3 8.3 33.3 25.0 25.0 
relationship than Female(40) 0.0 7.5 11.5 25.0 50.0 
my partner Otber(O) 
I wouldn't feel AU(52) 7.7 5.8 5.8 13.5 67.3 .955 .328 
comfortable Male(l3) 7.7 7.7 0.0 30.8 53.8 
asking a steady Female (39) 7.7 5.1 7.7 7.7 71.8 
pai1Der to use a Olber(O) 
coadom· 
8S 
Ifl asked my All (53) 1.9 1.9 5.1 3.8 86.8 .931 .335 
partner to usc Male (13) 0.0 0.0 7.7 0.0 92.3 
condoms, he/she Female(40) 2.5 2.5 s.o s.o 85.0 
would be angry · Other(O) 
lfl asked my Ali(S2) 0.0 1.9 3.8 7.7 86.5 .306 .580 
partDer to use Male(13) 0.0 7.7 0.0 0.0 92.3 
condoms. bclsbe Female(39) 0.0 0.0 5.1 10.3 84.6 
would refUse to Other(O) 
have sex · 
Iflaskedmy All (52) 0.0 0.0 0.0 3.8 96.2 .117 .732 
partner to use Male (13) 0.0 0.0 0.0 0.0 100 
condoms, bclsbe Female(39) 0.0 0.0 0.0 5.1 94.9 
would become Otber(O) 
violent· 
It would bother All (53) 37.7 28.3 18.9 7.5 1.5 .381 .531 
mctobavea Male (13) 23.1 38.5 23.1 7.7 7.7 
steady partner Female(40) 42.5 25.0 17.5 7.5 1.5 
become aqry . Other(O) 
It would bother All (53) 18.9 17.0 39.6 11.3 132 .027 .869 
me to have a Male (13) 15.4 23.1 38.5 15.4 7.7 
steady partDer Female(40) 20.0 15.0 40.0 10.0 IS.O 
refuse to have sex Otber(O) 
with me· 
It would bother All(53) 83.0 9.4 1.9 0.0 5.1 .298 .S8S 
mctobavea Male(13) 61.5 15.4 7.7 0.0 15.4 
steady partDer Female(40) 90.0 1.5 0.0 0.0 2.5 
become violent • Otber(O) 
Mean AD 7.32 t sigaificace S11Ddard devialioD AU 2.38 
Mean Male 6.42 SIIDdard deviation Male 2.51 
Mean Female 1.59 -1.517 .135 SIIDdard deviation Female 228 
Croubacb's alpha .97 Split-half reliability .88 
· ududed from nlculatlon or meaa.staad.,d de\'iado~ correlatloas aad reanaMa 
Noteworthy aspects of this section include the responses to the statements 'If I 
asked my partner to use condoms, he/she would be angry', 'If I asked my partner to use 
condoms, he/she would refuse to have sex', and 'If I asked my partner to use condoms, 
he/she would become violent.' The vast majority of respondents replied 'never' to these 
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statements. The percentage of respondents choosing 'never' was 86.8%, 86.5%, and 
96.2% respectively. A high percentage (83.00.4) also said that it would 'always' bother 
them to have a partner become violent. Also noteworthy here is the 17.00,{, that would not 
'always' be bothered by a violent partner. 
For the most part, the male and female response to the statements in this section 
showed few differences. However, some statements showed some difference between 
male and female response. The first was 'I get/got a better deal in this relationship than 
my partner.' Over eight percent (8.3%) of males said 'always' while no females said this. 
Exactly fifty percent of female respondents indicated that they 'never' get/got a better deal 
in their relationship than their partner while twenty-five percent of the males indicated 
this. The second statement was 'I am/was more emotionally involved in the relationship 
than my partner'. Sixty-seven percent (66.9%)ofmales said 'sometimes' while forty-one 
percent of the females indicated this. While the responses to this statement were not 
found to be significant, they approached significance at the p< .OS level. 
To test the reliability of the power balance scale, both Cronbach's alpha and the 
split-half test were used. The result ofCronbach's alpha was 0.97 and for the split-half 
test was 0.88. This indicated that the results could be summed with low scores indicating 
more balance in relationships. The females had a higher overall mean score suggesting 
that they were more likely to have a high level of power imbalance in their relationships 
although this difference was not statistically significant. 
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5.1. 7 Partner Demognpbics 
After the section about power balance in relationships, respondents were asked to 
answer some demographic questions about their steady sexual par1ner. The first of these 
was partner's ag~As can be seen in Table I 0, the total number of respondents was SO. 
Twenty-f9ur percent of respondents said that their partner was 20 years old and most 
respondents (68.0%) indicated that their partner was between 20 and 24 years old . 
. '
88 
Table 10: Age of Steady Sexual Partaer 
Age in yean Frequency Percentage 
17 1 2.0 
18 s 10.0 
19 4 8.0 
20 12 24.0 
21 9 18.0 
22 3 6.0 
23 6 12.0 
24 4 8.0 
25 or older 6 12.0 
Total so 100.0 
With respect to male and female differences, the resuJts indicated that in general, 
males have younger steady sexual partners while females have older steady sexual 
partners. Forty-two percent (42.2%) of females indicated that they were nineteen years of 
age while sixty-nine percent (68.5%) of females said that their partner was between 20 
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and 24 years of age. Only sixteen percent (15.8%) of females indicated that their partners 
were the same age or younger. Forty-three percent (42.6%) of males indicated that they 
were twenty-one or twenty-two years of age while seventy-five percent of males said that 
their partner was twenty years old or younger. 
Respondents were also asked if their partner was currently attending or had 
attended a post-secondary institution. Fifty-one respondents answered this question with 
almost seventy-five percent (74.5%) of them saying that their partner was currendy 
attending or had attended a post secondary institution. Ninety-two percent (91. 7%) of the 
males and almost seventy percent (69.2%) of the females indicated that their partner was 
currently attending or bad attended a post secondary institution. The majority of 
respondents (54.90/c,) indicated that their partner had some post-secondary education while 
almost twenty-four percent (23.5%) of respondents indicated that their partner had 
completed post-secondary education. 
The next demographic aspect assessed was partner's employment. Out of fifty-one 
respondents, almost sixty-one percent (60.8%) said tbat their partner was employed. As 
can be seen in Table 11, the largest occupational category is sales/clerical with 39.3% of 
respondents choosing this category for their partner's occupation. 
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Table ll: Occupatioaal Category of Partaer 
Occupatioaal Categories Frequeaey Perceatage 
Professional I 3.6 
Business I 3.6 
Sales/Clerical 11 39.3 
Skilled s 17.9 
Unskilled 10 35.1 
Total 28 100.0 
5.2 Relationships betweea Variables 
Correlational analysis was undertaken by adding the scores on the statements from 
each section and correlating the total scores from each section against each other section 
as outlined in the hypotheses. Pearson's correlation (Norman & Streiner, 1994) was 
calculated for the group as a whole and for both male and female respondents separately. 
For calculations of power balance correlations, the responses to several questions were 
not included because of suspected socially desirable bias. These questions and their 
responses can be seen in Table 9. 
Table 12: Correlations Between Variables for Females. 
RoJesofMen Cormnunication and 
and Women assertiveness 
RoJesofMen 1.000 
and Women 
Communication -.063 1.000 
and 
assertiveness 
Safer sex -.340• .606** 
behaviour 
Power balance .367• -.131 
• Cerrelado• .. lla•lllcut It die p<O.OS leYel (2-caiW) 
•• Comlado1 II lla•Hic:Mt It die p< O.lllnel (1-Uied) 
Safer sex Power balance 
behaviour 
1.000 
-.166 1.000 
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Table 13: Correlations Between Variables for Males. 
RolesofMen Conununication and Safer sex Power balance 
and Women assertiveness behaviour 
Roles ofMen 1.000 
and Women 
Communication -.263 1.000 
and 
assertiveness 
Safer sex -.476 .876** 1.000 
behaviour 
Power balance .097 -.351 ·.502 1.000 
.. Cornlado• II .... lflcut It 1M p< O.OIInel (1-tded) 
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Table 14: Correlations Between Variables for All the Sample. 
Pearson Roles of Mc:n Commwrication and Safer sex Power balance 
Correladoa and Women assertiveness behaviour 
RolesofMen 1.000 
and Women 
Communication -.056 1.000 
and 
assertiveness 
Safer sex -.364** .698*'* 1.000 
behaviour 
Power balance .337* -.191 •.168 1.000 
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5.2.1 Relationship between Roles of Men aad Women and Safer Sex Behaviour 
For the group as a whole, there was a significant correlation between the roles of 
men and women and safer sex behaviour at the p< .Ollevel, two-tailed. Pearson's 
correlation was calculated as -.364 between the roles of men and women and safer sex 
behaviour. Respondents who were more traditional in thought about the roles of men and 
women were less likely to practice safer sex behaviour. 
With respect to male and female respondents separately, there was a significant 
linear relationship found between the roles of men and women and safer sex behaviour 
for females but not for males. Pearson's correlation was calculated as -.340 at the p< .OS 
level, two-tailed between the roles of men and women and safer sex behaviour for 
females. Females who were more traditional in thought about the roles of men and 
women were less likely to practice safer sex behaviour. Males who were more traditional 
in thought about the roles of men and women were neither more nor less likely to practice 
safer sex behaviour. 
S.l.l Relationship betweea Assertlveaas ud Commualc:atioa aad Safer Sex 
Bellavioar 
For the group as a whole, there was a significant correlation between assertiveness 
and communication and safer sex behaviour at the p< .01 level, two-tailed. Pearson's 
correlation was calculated as .698 between assertiveness and communication and safer 
sex behaviour. Respondents who were more assertive and communicated well about 
sexual matters were more likely to practice safer sex behaviour. This was also the case 
when males and females were analysed separately. 
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The male respondents showed a significant correlation at the p< .Ollevel, two-
tailed. Pearson's correlation was calculated to be .876 between assertiveness and 
communication and safer sex behaviour. Male respondents who were more assertive and 
communicated well about sexual matters were more likely to practice safer sex behaviour. 
With respect to female respondents there was also a significant relationship of .606 
found at the p< .01 level, two-tailed between assertiveness and communication and safer 
sex behaviour. Female respondents who were more assertive and communicated well 
about sexual matters were more likely to practice safer sex behaviour. 
5.2.3 Relatioasbip betweea Safer Ses Behaviour and Power Balance 
For the group as a whole, there was no significant conelation found between 
power balance and safer sex behaviour. Respondents who are in relationships that are 
balanced in tenns of power are not more or less likely to practice safer sex. This was the 
same when males and females were aualyscd separately also. 
5.2.4 Reladoasblp betweea Roles of Mea aad Womea and Power Balanee 
A significant linear relationship was found for the group as a whole between the 
variables of power balance and the roles of men and women at the p< .05 level, two-
tailed. Pearson's correlation was calculated as .337 between the roles of men and women 
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and power balance. Respondents who hold more traditional thoughts about the roles of 
men and women are in relationships that are more balanced with respect to power. This 
correlation was also found for the females separately. Pearson's correlation was calculated 
as .367 between the roles of men and women and power balance. Female respondents 
who hold more traditional thoughts about the roles of men and women are in 
relationships that are more balanced with respect to power. 
5.2.5 Predictioa of Safer Sex Behaviour 
A multiple regression analysis was conducted to examine the relationship between 
safer sex behaviour, the roles of men and women, assertiveness and communication, and 
power balance and sex considered simultaneously. For calculations of power balance in 
the regression, the responses to several questions were not included because of their 
socially desirable responses. These questions and their responses can be seen in Table 9. 
Safer sex behaviour was chosen as the dependent variable with the other variables chosen 
as being independent. The hypotheses for this test is as follows: 
Ho: There is no linear relationship between the variables. (We carmot use the values 
of the independent variables to predict the value of safer sex behaviour.) 
Ha: There is a linear relationship between the variables. (We can usc the values of the 
independent variables to predict the value of safer sex behaviour.) 
Ho should be rejected ifF~ 2.58~ a= 0.05. The value ofF calculated as part of the 
analysis of variance with 3 and 48 degrees of freedom was 16.606. Thus, we reject the 
null hypothesis and conclude that there is a linear relationship between safer sex 
behaviour and the roles of men and women, assertiveness and communication, power 
balance and sex. 
Table 15: Retressioa Aaaly~ls 
Model 8 Std. Error 
Constant 7.406 4.515 
Assertiveness .780 .126 
and 
Communication 
Power Balance -9.885E- .166 
02 
RolesofMen -.295 .182 
and women 
Dependent variable: Safer Sex Behaviour 
*Variable llllpllkaat at tile p<O.OS leYeJ 
Beta 
.637 
-.071 
-.193 
t Significance (p) 
1.640 .108 
6.191 .000* 
-.594 .S5S 
-1.626 .111 
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The regression model summary indicated that 50.90/o of the observed variability in 
safer sex behaviour can be explained using the roles of men and women, assertiveness 
and communication, power balance and sex as variables. It also indicated that 
assertiveness and communication is the only significant variable with a calculated 
significance of .000. 
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6. Discussion 
In this section the discussion of the research findings will be presented. Reference 
will be made to other studies addressing similar variables. Studies used for comparison 
include, but are not limited to, the Canada Youth & AIDS Study (King et al., 1988), 
Uddin (1993),and Felmlee (1994). 
6.1 Response Rate and Bias 
The overall response rate for this study was 99%. Out of ninety-one persons 
attending class on the day of data collection, ninety chose to participate. Three 
questionnaires had to be discarded due to the fact that these participants were not nineteen 
years of age or older, the legal age of consent in Newfoundland and Labrador. They were 
deemed ineligible to participate. Thus, the sample size was 87. Total enrollment in the 
class was 160 students. This consisted of 122 females and 38 males. 
The fact that many students enrolled in the class didn't attend class that day and 
subsequently, did not participate in the data collection period may have been because the 
students bad been told beforehand the nature of the research and when it would take 
place. Sex is a private activity and people sometimes feel embarrassed or threatened when 
asked to reveal sexual encounters (Catania, McDermott & Pollac~ 1986; Herold & Way, 
1988; Catania, Gibson, Chitwood & Coates, 1990). Because of the advanced notification 
to the class about the data collection, one could expect to obtain some bias in the survey 
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as anyone uncomfortable with sexual matters may have chosen not to attend the class at 
the time noted for data collection. 
This participation bias may have affected the results of this survey as 
nonresponders have been found to have less sexual experience than responders, and thus, 
may be more sexually inhibited than responders (Catania et al., 1986; Catania, Gibson, 
Chitwood & Coates, 1990 ). This may have led to an undenepresentation of sexually 
inhibited respondents in the sample and an inaccurate report of the assertiveness and 
communication skills related to sexual matters in university students. 
Also, some students may have felt threatened by a survey that would cause them 
to focus on their safer sex behaviour. Some students who perform high-risk sexual 
activities may not have wanted to acknowledge their risk for lDV infection and may have 
avoided participation in the study (Catania, Gibson, Chitwood & Coates, 1990). This 
would have lead to an underrepresentation ofhigh-risk sexual behaviours among the 
sample. 
6.1 Demographies 
6.2.1 Penoaal 
The sample was composed of 64 females and 19 males. The ratio of female 
students to male students enrolled in the class was 3:1. Thus, my sample was 
representative of the class as a whole as the ratio of female to male respondents was also 
approximately 3:1. In view of the small number of males in the sample, care should be 
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taken in the interpretation of the male responses. 
6.2.2 Par1Der 
Respondents were also asked to answer some questions pertaining to their steady 
sexual partner. These questions were asked to identify a source of unequal distribution of 
power between partners in the relationship. 
The first of these variables was age. An age difference of several years has been 
shown to cause the power in a relationship to shift to the older partner (Felmlee, 1994). 
Age is a personal resource that is associated empirically with social power (Felmlee). 
This is also stated by a participant in the 'Listen to What America's Kids are Saying' 
study. She says 'the young girls are intimidated by older guys. They will do anything to 
satisfy them (Collins, 1997)." 
As indicated in the results section of this report, the male participants in the study 
bad younger steady sexual partners while the female participants indicated that they bad 
older steady sexual partners. The largest group of females ( 42%) indicated that they were 
nineteen years of age while only five percent indicated that their partner was also nineteen 
years of age. The largest group of males was aged twenty-one or twenty-two with 26% of 
the n:spoase each, while 42% indicated that their partners were 20 years of age. As this 
age difference was only one or two years not several, age was not seen as a potential 
source of power imbalance among the sample. 
Respondents were also asked questions about their sexual partners. One of these 
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was partner's highest educational level. In this study, about fifty-five percent of the 
sample indicated that their partner had some post-secondary education while about 
twenty-four percent indicated that their partner had completed post-secondary education. 
This is almost eighty percent of the sample indicating that their partner's had at least some 
post-secondary education. Educational level may be a source of power imbalance 
between partners (Mackie, 1991 ). However, in this study it was not possible to assess this 
due to the lack of cases with educational difference between partners. 
Another demographic variable was income. This may be a source of power 
imbalance among partners in a relationship. This is derived from resource theory which 
maintains that a person's power is a function of the number of resources he or she 
possesses (Blood & Wolfe, 1960; Felmlee, 1994). Money is a resource and when one 
partner earns more than the other, the balance of power may shift in the direction of the 
partner who earns more money. 
To assess this variable the participants were asked if their partner was employed. 
A high percentage of both male and female partners were employed in the lower wage 
areas of sales/clerical and unskilled employment which indicated that income may not 
have been a relevant source of power imbalance for this sample. However, this is not 
unexpected as the majority of the sample had partners within one or two years of their 
own age. Thus, they would not be expected to have acquired an income differential large 
enough to cause a power imbalance in their relationships. 
In summary, the sample was asked to respond to questions about demographic 
variables to assess potential areas of power imbalance in their relationships. Age, 
education and income were not considered to be contributing factors to power balance 
among the sample. 
6.3. Sexual Behaviour 
6.3.1 Sexual Demognphics 
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Eighty-nine percent of the sample indicated that they had participated in sexual 
intercourse. This accounted for one hundred percent of the males and about eighty-five 
perunt of the females. This is higher than that reported by the Canada Youth & AIDS 
Study (King et al., 1988). In that study fust year university students were sampled with 
seventy-seven percent of males and seventy-three percent of females reported having had 
sexual intercourse. Dekin (1996) conducted a study of 26S college students, 
predominantly freshman and sophomore, and found that eighty percent had participated in 
sexual intercourse. 
There may be several explanations for this higher percentage. One is that some 
students who have not had sexual intercourse stayed away from the data collection period 
feeling that it was pointless for them to complete a study about HIV risk. However, it has 
also been noted by the Canada Youth and AIDS Study- Newfoundland Report (King et 
al., 1988) that youth in Newfoundland are more sexually active than youth in the rest of 
Canada. In Newfoundland, the percentage of grade eleven youth who had engaged in 
sexual intercourse was S6% as compared to 47% for tbe rest of Canada. 
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The results from this university sample were also approximately ten percent 
higher than that indicated for university students in the rest of Canada. According to the 
Canada Youth&. AIDS Survey (King et al., 1988), youth in Newfoundland start having 
sex earlier than their Canadian counterparts. Thus, it can be expected that the results of 
this would be shown in the results of a university sample. 
Approximately thirty percent of the respondents indicated that they had only one 
partner over their lifetime. This accounted for 38.9% of males and 27 .S% of females. 
Female respondents had slightly more sexual partners over their lifetimes than did the 
male respondents. One explanation for this is that females generally initiate sex at an 
earlier age than males. Depending on the age at which this question is asked, females 
may have more partners simply because they have been sexually active longer (Donovan, 
1998). Otis, Levy, Samson, Pilote and Fugere (1997), also found this in their stratified 
cluster sampling of2828 students who attended CEGEP in Quebec. They found that 
females began having sexual intercourse at an earlier age than males and had a higher 
number of sexual partners. The finding of females having more sexual partners than 
males is in direct contrast to the Traditional Sexual Script (TSS) theory mentioned 
previously. Using that theory as a framework, female respondents, operating under the 
scripts of sexual gatekeeper and the diminishment of status due to sexual experience, 
should have indicated fewer sexual partners than the males. These results indicate that 
these aspects of the TSS were not relevant among this sample of second-year university 
students. 
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In a study conducted in the U.S. among 1200 college students, Hawkins et al. 
(1995) asked about the number of sexual partners in the past five years. They found that 
22.6% of the sample had only one partner in the past five years. Also 46.3% said 2-4 
sexual partners, 22.90/o said 5-10 sexual partners, and 8.3% said 11 or more sexual 
partners. There were no differences found between males and females in the number of 
sexual partners in the past five years. Converting the categories in this study to match 
those proposed by Hawkins et al.{l99S) reveals that 30.4% of this sample said that they 
had only one partner, 42% had 2-4 partners, 21.6% had 5-l 0 partners, and S. 7% had II 
or more sexual partners. Although Hawkins et al. did find an increased number of 
students with a greater number of sexual partners, their results do approximate the results 
of this study, and give further evidence that certain aspects of the TSS are not relevant to 
all university students. 
Respondents were asked to indicate if their sexual partners had been men only, 
women only, or both men and women. No one indicated ever having had a same sex 
sexual partner. The Canada Youth & AIDS Study {King et al., 1988) reported that in a 
study of 386 university students, ninety-five percent reported being heterosexual, one 
percent homosexual, and four percent bisexual. About 2% reported homosexual activity. 
Attitudes toward homosexuality may have influenced the results of this study. The 
Canada Youth & AIDS Study- Newfoundland Report (King et al., 1988) found a higher 
~tage ofNewfoundland youth agreeing that homosexuality is wrong than the 
Canadian average. Forty-four pen:ent of grade eleven students in Newfoundland felt that 
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homosexuality is wrong as compared to 38% of Canadian youth. Prevailing negative 
attitudes towards homosexuality may have influenced those engaging in homosexual 
behaviour either to not attend the data collection period or to answer the question in a 
socially desirable manner. This result may also have been influenced by students' fear of 
someone else, such as classmates and/or the researcher, discovering their homosexual 
behaviour (Catania, Gibson, Chitwood & Coates, 1990). 
6.3.1 Reladoasllip Status 
The majority of the subjects (59.4%) categorized their sexual relationships at 
present as being monogamous. This accounted for sixty-eight percent of the females and 
almost thirty-nine percent (38.gc»A,) of males. For the females, this is consistent with 
Dekin's study (1996) where almost sixty-five percent (64.5%) of females said that they 
were currently in a monogamous relationship. However, over fifty percent (51.4%) of the 
males in her study also indicated that they were in a monogamous relationship. 
Respondents in this survey were asked to identify how many sexual partners they had. A 
timeftame of the past twelve months was given to respondents for ease of recall. About 
sixty-nine percent of the sample indicated that they had only one sexual partner in the 
above mentioned timeframe. This indicated that the sample showed some commitment to 
monogamy. This is in keeping with a review of Canadian research on the social and 
behavioural correlates of sexually-transmitted diseases which identified a pattern of 
sexual relationships as one of serial monogamy, particularly among young women which 
typically results in a population modal number of one partner in any one year period 
(Maticka-Tyndale, 1997). 
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Almost seventeen percent (16.7%) of the males in this survey indicated that they 
had casual sex only, while six percent of the females said that they had casual sex only. 
The TSS explains these results by stating that dating and gender role scripts dictate that 
women's worth is enhanced by being in a romantic relationship. 
Holland et al. (1992) found results of pressure to define a relationship as steady 
among seventy-five young women aged 16-21 years in the U.K in the WRAP study. They 
state "Many of the women we spoke to experienced social pressure to define their 
relationships as steady. The term casual has negative connotations so that very few 
descn'bed themselves as having such relations." (p. 277). This may have played a role in 
the results of this study where a much higher percentage of females than males reported 
their relationship to be monogamous. 
The stability of the relationship influences a person's risk for contracting HIV. 
The Canada Youth and AIDS survey (King et al., 1988) states: 
The stability of sexual relationships in which young people are involved 
determines indirectly their chances of contracting AIDS and other STDs. Those 
in long-term, serious relationships are generally more concerned about each other 
and better able to talk about birth control and about strategies to prevent AIDS 
and other STDs. Short-tenn casual encounters ('one-night stands') involving 
sexual intercourse are less likely to involve mutual respect or provide the 
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opportunity for either partner to deal effectively with these concerns. A large 
majority of college/ university females think of their relationships as long-tenn 
and serious. Females may define their relationships as more stable than their 
partners do. More males, on the other hand, indicated they have short-term, casual 
relationships and 'one-night stands.' Because safer sex may be more difficult to 
negotiate in these types of relationships, young men, in general, may be at greater 
risk for contracting and transmitting AIDS and other STDs. 
(p. 92) 
The results of this study indicated that male participants were at higher risk of 
contracting SIDs including lfiV I AIDS than female participants due to their higher levels 
of participation in casual sex. 
6.3.3 Safer Sex Behaviour 
6.3.3.1 Qaestioaiag a Partaer 
The sample was asked to respond to the statement 'I question a partner about 
his/her sexual history.' As a group, over forty-six percent said that they always question a 
partner about their sexual history. More males (S1 .1 %) than females ( 43.5%) indicated 
that they always question a partner about their sexual history. 
In Uddin's study (1996), the sample was asked to respond to the statement 'I have 
intentionally questioned my partners about their sexual history.' She found that 32.90At of 
the sample strongly agreed with the statement, 11.8% agreed with the statement, and 
7.2% somewhat agreed with the statement. This is a total of5l.~lo expressing at least 
some agreement with the statement. 
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It is suggested in the study entitled 'Listen to What America's Kids are Saying' 
(Collins, 1997}, that although young people ask about the past sexual histories of their 
partners, they do not do so directly. Many of the young people interviewed in Collins • 
study described detailed strategies for gathering information about their partners' sexual 
histories. In ·their attempts to assess risks or raise issues relating to the use of protection, 
few asked direct questions. When they did, they asked their partners how many people 
they have slept with, who these people were and where they are now, whether condoms 
were used and less often, whether they have been mv -tested. Those who approached the 
subject indirectly often did so by dropping hints or by revealing small details about their 
own sexual experiences with the hope that their partners would reveal something about 
themselves as well (Collins). 
The peroentage of students in this study who always questioned a partner about 
his/her sexual history is higher than those in Uddin's. This may be attributed to the high 
pemmtage of students who indicated monogamy in this study. Monogamous relationships 
would be characterized by both a higher level of knowledge between partners and an 
openess that would not necessarily be present in casual sexual relationships. 
6.3.3.2 Delayiag Sex 
Close to half of the respondents indicated that they delay sex until they know a 
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partner well enough to practice safer sex and another twenty-five percent said that they 
often delay sex until they know a partner well enough to practice safer sex. Uddin ( 1996) 
asked her sample to respond to the statement 1 have delayed sex until I knew my partner 
well enough to practice safer sex with him.' She found that 48% strongly agreed or 
agreed with the statement. 
Comparing these responses with Uddin's (1996), in this matter, it appears as 
though these results were about thirty percent higher than hers. An explanation for this is 
that a large percentage of this sample (52%) had had only one or two sexual partners. 
Sexual inexperience may have lead this group to delay sex until they were more 
comfortable and knew their partners better (Lear, 1997). 
6.3.3.3 CoadomUse 
The sample was asked to respond to the statement 1 use condoms during sexual 
activity.' Only about twenty-eight percent of this sample indicated that they always use 
condoms during sexual activity. Over forty-percent of males said this while only about 
twenty-four percent of females indicated that they always use condoms during sexual 
activity. This is fairly consistent with the results of the study conducted by Caron et al. 
(1993). They found that only about twenty-one percent of their sample of330 male and 
female first-year college students in the U.S. always use condoms during sexual activity. 
The male percentage in the present study (40%) may be a little high compared to other 
studies. This could be due to the small number (19) of male respondents in the sample. 
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In a study of 5,514 Canadian first-year college students, researchers found only 
24.8% of males and 15.6% of females reporting always using a condom during sexual 
intercourse (Deldn, 1996). This discrepancy between males and females and condom use 
was also displayed in this study. The implication of this lack of condom use is a higher 
risk ofSIDs including mv. Also, females may be more at risk for STDs as they 
indicated a lower response to always using condoms than males. 
The next statement was 'I carry condoms with me on a date.' About forty-one 
pen:ent oftbis sample indicated that they never cany condoms with them on a date. This 
accounted for about forty-six percent of females and almost twenty-nine percent of males. 
Almost forty-three percent of males indicated that they always carry condoms with them 
on a date whereas less than five percent of females said that they always carry condoms 
with them on a date. The responses by the males and females to this statement were found 
to differ significantly at the p< .05 level. 
This discrepancy between males and females was also shown in a study 
undertaken by researchers at the University of British Columbia. Tbree-hundred and 
seventy-six coUege students were asked how likely they were to carry a condom at a bar, 
a concert, a party, and a first date. At the bar, party, and first date, twice as many males 
as females indicated that they would cany a condom. Fifty percent of the males and 
twenty-six percent of the females indicated that they would carry condoms to a bar. Fifty-
nine percent of males and thirty-two percent of females indicated that they would cany 
condoms to a party. Twenty-two percent of males and only eleven percent of females 
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indicated that they would carry condoms on a first date. Nineteen percent of males and 
fifteen percent of females indicated that they would cany condoms to a concert {Sex & 
Health, 1998). 
However, these researchers also found a discrepancy between intent and action. 
When they went to a campus bar and asked another 346 patrons if they could produce a 
condom, they found that less than five percent of the patrons could. Researchers found 
that the females indicated that they didn't carry condoms because they feared being seen 
as promiscuous, or they felt that they were a man's responsibility. Also, having a condom 
on one's person indicates a lack of sexual innocence, an unfeminine identity, that of a 
woman actively seeking sex {Lear, 1995). These reasons may have played a role in the 
low pertentage of females in this study who indicated that they always carry condoms 
with them on a date. 
Here, it is also interesting to revisit the response to the statement 'I assume that I 
am responsible for supplying condoms if the need arises.' A much higher percentage of 
the group as a whole, and the males and females separately, indicated that they always 
assume that they are responsible for supplying condoms than indicated that they always 
cany condoms with them on a date. Students may want to take the responsibility for 
supplying condoms without wanting to seem too prepared for sex by carrying condoms 
with them when they go out on a date. 
The next statement was 'I would refuse to have intercourse with a partner if no 
condom was available.' Approximately thirty-six percent of the group as a whole, and 
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males and females separately indicated that they would always refuse to have intercourse 
if no condom was available. About twenty percent of the group as a whole and the males 
and females separately indicated that they would often refuse to have intercourse if no 
condom was available. In Uddin's (1996) study she asked her sample to respond to the 
statement 'I can refuse to have intercourse with my partner if no condom was available.' 
She found that 68.7% of her sample indicated that they were extremely confident that 
they could refuse to have intercourse if no condom was available. 
About forty-five percent of the group as a whole indicated that they would always 
insist on using a condom even if their partner did not want to use one. This accounted for 
about thirty-six percent of males and over forty-seven percent of females. A higher 
percentage of females than males felt that they would always insist on using a condom 
even if their partner did not want to use one. 
About seven percent of males said that they would never insist on a condom. Zero 
females said that they would never insist on a condom if their partner did not want to use 
one. These results are consistent with Uddin's study(1996) where she asked her sample to 
respond to the statement 'I can insist that my partner wear a condom, even when be 
doesn't want to.' She found that 62.2% of her sample indicated that they felt extremely 
confident on insisting that their partner wear a condom, even when he doesn't want to. 
Gender roles and social norms may come into play here. The TSS depicts men as 
being highly motivated to engage in sexual activity and willing to pursue any opportunity 
made available by a woman. This may account for males not insisting on condom use 
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when a sexual partner does not want to use one. These aspects of the TSS may have been 
operant among some of the males and females of this sample. 
6.3.3.4 Negotiatioa of Safer Sex 
Respondents were asked if they had ever experienced any difficulty negotiating 
safer sex, defined as using condoms, with a sexual partner. Over eighty percent of 
respondents indicated that they had not experienced any difficulty in negotiating safer sex 
with a partner. About eighteen percent of respondents indicated that they had experienced 
difficulty in negotiating safer sex with a partner. The respondents who indicated that they 
had experienced difficulty negotiating safer sex with a partner were then asked to detail 
the difficulty and what they did to resolve it. Only eight respondents answered this 
question. In the responses, there was an emphasis on condoms taking away sexual 
sensation. This is consistent with Collins' (1997) study 'Listen to What America's Kids 
are Saying'. This study indicates that young people generally say that condoms diminish 
the pleasure that men derive fiom sex and that young women reported feeling pressure 
not to use condoms because they believe it would decrease the sexual pleasure 
experienc:ed by their partners. 
In the response to this question there was also some suggestion that the birth 
control pill was a measure of safer sex; that if you were using the pill you didn't need to 
use condoms. This emphasis on prevention of pregnancy rather than disease prevention 
has been well documented among young people. The 'Listen to What America's Kids are 
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Saying' survey (Collins, 1997) found that all of the young people interviewed were aware 
that unprotected intercourse puts them at risk for HN. However, they were more likely 
to associate unprotected intercourse with increased risk of pregnancy. Also, Maticka-
Tyndale (1991) found evidence of this among a stratified sample of 1000 French and 
English students attending seven Montreal colleges. The results displayed that young 
adults were scripting condoms as contraceptives. Also, the young adults were relying on 
their own 'believed' ability to avoid sexual intercourse with infected partners as a major 
preventive mechanism for contracting SIDs such as IDV (Maticka-Tyndale, 1991 ). 
Respondents were asked to answer the question 'What is your approach to 
negotiating safer sex with a sexual partner?' Twenty-five percent of respondents indicated 
that their approach to negotiating safer sex was that they would refuse to have sex without 
a condom. This high percentage may be attributed to response bias as social bias would 
dictate that the 'correct' response to this question is to use condoms. Also, one must 
wonder if there is any discrepancy between intent and action. Although it was meaningful 
to ask the sample about their approach to negotiating safer sex, one cannot help but 
wonder if it would have been more meaningful to ask them to detail their response to a 
partner who refuses to use a condom. 
It may also have been very helpful to ask the respondents for their definition of 
safer sex, as there were comments which indicated that pregnancy prevention was their 
main concern as opposed to disease prevention. It could have proved useful to know if a 
large portion of the sample viewed pregnancy prevention as synonymous with safer sex. 
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Almost fourteen percent ( 13.9%) of this sample indicated that they discuss safer 
sex and the risks with their partner in response to the question 'What is your approach to 
negotiating safer sex with a sexual partner?' Young people seem to be very comfortable 
with this strategy, however, the Canada Youth and AIDS study (King et al., 1988) shows 
that this is not always the best strategy for negotiating safer sex. The study states that 
asking sexual partners about their health or sexual history is not a reliable means of 
avoiding AIDS, because many people lie. One third of sexually experienced male college 
students and ten percent of women in this national study admitted that they have lied to 
get someone to sleep with them (King et at., 1988). Susan Cochran, associate professor in 
the psychology department of California State University at Northridge concurs. She said 
that asking partners about risk factors is probably not a very good strategy for reducing 
the risk of AIDS (King et al., 1988). 
Some young people realize that this may not be the best strategy. A participant in 
the Women Risk and AIDS Project (Holland et al., 1992) states "If you want to have 
relationships then you've got to trust them. Otherwise it's no good from the start. You 
have to believe what they tell you. You just hope they tell the truth. You can't know if its 
lies or not." (p.277). 
Also of note is that over four percent indicated that their approach to negotiating 
safer sex with a partner was to use a condom with a partner that you do not know well (ie. 
new partner). In the study 'Listen to What America's Kids are Saying' (Collins, 1997), 
heterosexual partners consistently report that condoms were used for the first time they 
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had sexual intercourse. However, usage drops as the relationship matures, which for 
some young couples may be within a week (Collins). This approach alone may not prove 
to be effective against acquiring SIDs such as HIV. The percentage of this sample relying 
on this method may be leaving themselves at risk for HIV and other STDs. 
Key points in this section inciude the following: 
A higher percentage of respondents than that found in other studies indicated that 
they had engaged in sexual intercourse. This is consistent with other studies which show 
that a higher percentage of Newfoundland youth, as compared with youth in other 
provinces, have engaged in sexual intercourse. 
More females than males defined their sexual relationship as monogamous. This 
is consistent with the literature which details social pressure on females to define their 
relationships as steady. 
A higher percentage of respondents than that found in other studies indicated that 
they delay sex with a partner until they know them better. This may be due to the high 
percentage of respondents who indicated that they had only one or two sexual partners. 
A higher percentage of males than females indicated that they always use 
condoms which indicates a higber risk ofSTDs for the females of the sample. However, a 
lower pcn:entagc of males indicated that they would always insist on condom use even if 
their partner did not want to use one. The TSS may have played a role here as men are 
encouraged in society to always pursue any sexual opportunity given by a woman. This 
puts men at risk for acquiring SIDs such as IUV I AIDS. 
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There was a discrepancy among the sample between assuming the responsibility 
for supplying condoms and actually canying condoms on a date. This was especially 
evident among the females of the sample. The responses of the males and females 
difJeml significantly with respect to carrying condoms on a date. Carrying condoms is 
seen as evidence of being sexually experienced which is stigmatizing for females. 
As is consistent with the literature, an emphasis on pregnancy prevention versus 
prevention ofSTDs, such as mv, was found among the sample. 
6.4 Roles of Mea aad Womea 
6.4.1 Sesaal Stereotypes 
This section generated a statistically significant sex difference. The male and 
female responses to the statement 'A lack of sex takes a greater toll on men than women' 
were found to be statistically significant at the p< .OS level. The males were more likely 
to agree with this statement than the females with 61.2% of males versus 17.5% of 
females expressing agreement with the statement 
1be TSS may be used to explain this result It characterizes males as having 
strong sexual needs and being obsessed with sex, whereas, females are depicted as having 
few sexual needs. These sexual stereotypes may have been playing a role in the response 
to this statement 
The statement was adapted fiom Uddin (1996). She found that 9.8% somewhat 
disagm:d with this statement. 27.7% disagm:d with this statement and 25.5% strongly 
disagreed with this statement for a total of63% who expressed disagreement with this 
statement. These findings are consistent with the finding of63.5% expressing 
disagreement with the statement in this study. 
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The male and female responses to the statement 'Men should take financial 
responsibility for a date' were found to approach statistical significance at the p< .05 
level. Again, the males were more likely to agree with this statement than the females. 
This result may be explained through the social roles and norms concerning dating which 
are prevalent in society. The male has traditionally taken on the role of financial provision 
for dates and this result confirms the existence of this role among young males of the 
sample. 
A higher percentage of females than males indicated that women should never 
bear the primary responsibility for protecting against pregnancy whereas equitable 
percentages of males and females indicated that women should never bear the primary 
responsibility for protecting against sexually transmitted diseases. This finding supports 
other researchers' findings that pregnancy prevention is viewed by many to be the 
responsibility of females in the relationship (Scott & Griffin, 1989). 
These two particular statements were adapted from the work of Uddin (1996) who 
surveyed female students only. She also found more disagreement with the statement 
pertaining to pregnancy than the one pertaining to sexually transmitted diseases. Uddin 
found that 7.6% somewhat disagreed, 28.6% disagreed, and 54.6% strongly disagreed 
with the statement 'Women should bear the primary responsibility for protecting against 
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pregnancy.' This is a total of90.8% of the sample expressing at least some disagreement 
with the statement. Uddin (1996) also found 16.6% somewhat disagreed, 30.6% 
disagreed, and 28.5% strongly disagreed with the statement 'Women should take primary 
responsibility for practicing safer sex.' A total of7S.7% ofher sample expressed at least 
some disagreement with the statement. 
This is consistent with this study, as a larger portion of the females (84.4%) in the 
survey also expressed disagreement with the statement pertaining to pregnancy than for 
the statement pertaining to sexually transmitted diseases. However, the discrepancy in 
responses between the two statements is larger in Uddin's study. 
The difference between the means of male and female respondents was found to 
be statistically significant with the female mean being higher than the males. Overall, 
females were less traditional about stereotyped roles of men and women than the males. 
6.4.1 Relationship between Roles of Men and Women aad Safer Sex Bellavioar 
The differences in response between males and females with respect to the roles 
of men and women may influence their safer sex behaviour. As was consistent with the 
hypothesis, a linear relationship was found for the sample between the roles of men and 
women and safer sex behaviour. The strength of this relationship (r = -.364) can be 
considered to be fair. This linear relationship was also found for the females of the 
sample. The strength of this relationship (r = -.340) can also be considered to be fair. 
Respondents, especially females, who are more traditional in their thinking about 
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specific roles of men and women are less likely to practice safer sex behaviour. Holding 
specific traditional thoughts about which roles belong to men versus which roles are 
women's can be considered a risk factor for HIV among this sample. Holding stereotypes 
of the aggressive male with strong needs for sex and the passive female willing to 
consider her partner's needs before ber own, as is outlined in the TSS, may lead to high 
risk sexual practices if the male partner feels no need to use condoms. Males who are 
more traditional in thought about sexuality and sexual roles have a greater influence on 
sexual decisions made by the couple than those with less conventional attitudes (Otis et 
al., 1997). Also, women who adhere to a more traditional ideology with regard to sexual 
roles have less influence over sexual decisions than more unconventional women (Otis et 
al. ). If a traditional male makes the decision not to use condoms, or if a traditional female 
defers to her male partner who decides not to use condoms, this increases the chance of 
acquiring an STD such as mv. 
6.4.3 Relatioasbip betweea Roles of Mea ud Womea aad Power Baluce 
A linear relationship was found for the sample between the roles of men and 
women and power balance. The strength of this relationship (r = .337) can be considered 
to be of fair strength. This means that respondents who are more traditional in thought 
about the roles of men and women were in relationships that were more balanced with 
respect to power. This result may be explained through Mackie (1991 ). Mackie found that 
those who were very traditional about the roles of men and women were in more stable 
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and longer lasting marriages than those who were not as traditional in thought about these 
roles. When roles are clearly defined in a relationship it tends to last longer and be 
perceived as being more stable by those who are involved in the marriage (Mackie, 1991 ). 
This result was even stronger for the females separately. A correlation of .367 was found 
between the two variables for the females of the sample. This correlation can be 
considered to be of fair strength. However, no correlation between the variables was 
found for the males of the sample. How males and females think about safer sex and 
condom use and how they perceive these issues with respect to the roles of males and 
females may affect both the power balance and the prevalence of safer sex behaviour in a 
relationship. 
Key points in this section include: 
Differences in male and female responses to the statement "a lack of sex takes a 
greater toll on men than women" were found to be statistically significant. This may be 
explained by the TSS which prescribes males as having strong sexual needs. 
Differences in male and female responses to the statement "men should take 
financial responsibility for a date" approached statistical significance. This may be 
explained by the societal dating roles and norms which descn'be males as having strong 
sexual needs. 
Pregnancy prevention was seen by males as a female responsibility while STD 
prevention was seen as more of a joint responsibility. This finding was consistent with the 
literature. 
Difference in the mean for males and females was significant suggesting that 
females were less traditional about the roles of men and women than were the males. 
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A relationship between the roles of men and women and safer sex behaviour was 
found for the sample as a whole and for females separately. Traditional thinking about the 
roles of men and women can be considered as a risk factor for STDs among the sample. 
A relationship between the roles of men and women and power balance was found 
for the sample as a whole and was found for the females of the sample. This may impact 
upon the prevalence of safer sex behaviour in the relationship. 
6.5 Assertiveness and Communication 
The main study for comparison of this section is Uddin's work as several 
questions were adapted from her study primarily for use in this section. However, it 
should be noted that Uddin surveyed females only. This, coupled with the lack of research 
on the heterosexual male response to safer sex issues, leaves no basis of comparison for 
the males. 
6.5.1 Penoaal RespoasibiUty for Coadoms 
The sample was asked to respond to the statement 'I assume that I am responsible 
for supplying condoms if the need arises.' Almost sixty-five percent of the males 
indicated that they always assume that they are responsible for supplying condoms if the 
need arises. This is a much higher percentage than the females. Only about twenty-seven 
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percent of females responded 'always' to this statement. 
This result may best be explained by the influence of social nonns and gender 
roles. For the most part, females assume the role of pregnancy prevention in a 
relationship (Scou & Griffin, 1989). However, it is still frowned on by society if a female 
seems too ready for sexual intercourse (Byers, 1996). This eagerness may be interpreted 
to include supplying condoms or taking responsibility to ensure that there is a supply of 
condoms on hand. 
This places females in a difficult situation. They may want to use condoms, but 
are leaving the responsibility for supplying condoms to their male partners (Otis et al., 
1997). In order for condoms to be used, the male partner must have already recognized 
the risk ofHIV and procured condoms. 
6.5.2 Iaitiatioa of Disc•sslon abo•t Safer Sex, Condoms, and Sexual History 
When asked to respond to the statement 'During sexual situations, I am the first to 
suggest using a condom,' once again a higher percentage of males said 'always' than 
females. About twenty-nine percent of the males indicated 'always' while only about nine 
percent of the females indicated this. Over seventy percent of the males indicated 'always' 
or 'often' wbile over fifty percent of the females said that they are sometimes the first to 
suggest using a condom during sexual situations. Wingood, Hunter-Gamble and 
DiClemente (1993) found similar results in their qualitative study of African American 
females. They found that while a majority of the women were able to initiate a discussion 
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about safer sex with their partners, only a small minority were able to negotiate condom 
use. 
Female respondents seem to have been relying on their male partners with respect 
to condom use. The implications of this are that they may be placing themselves at risk by 
depending on another person to recognize the need to use condoms and also to procure 
condoms beforehand. Otis et al. (1997) concur. They state that their findings suggest that 
initiatives relating to condom use are taken by men and that women delegate the 
responsibility for condom use and for their direct protection against AIDS to their male 
partners. 
This can be explained through social nonns and gender roles. The females may be 
taking care not to appear too eager for sexual intercourse. Concern about reputation 
constrained condom use for young Australian women (Lear, 1995). This result is also 
explained through the TSS which says that a woman's worth is decreased by seeming too 
interested in sex. Female respondents may have thought by being the first to suggest 
using condoms that they would seem too interested in sex. 
A slightly higher percentage of females (18.6%) than males (14.3%) always 
discuss condom use with a partner several dates before engaging in sex. About forty-three 
percent of the sample as a whole said that they never or almost never discuss condom use 
with a partner several dates before engaging in sexual intercourse. The largest percentage 
of males (35.7%) said that they sometimes discuss condom use with a partner several 
dates before engaging in sexual intercourse, while the largest portion of the females 
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(25.6%) indicated that they almost never discuss condom use with a partner several dates 
before engaging in sexual activity. 
Uddin asked her sample to respond to the statement 'I specifically discuss condom 
use and safer sex with my partner several dates before engaging in sexual activity.' She 
found that a total of29.8% of the sample expressed at least some disagreement with the 
statement. This finding is consistent with other research studies. 
A qualitative research study entitled 'Listen to What America's Kids are Saying,' 
and conducted jointly by Micheals Opinion Research. the Center for AIDS Prevention 
Studies, and the Harvard AIDS Institute found that most young people do not discuss the 
use of condoms prior to their first sexual encounter (Collins, 1997). The approach to 
condom usc is reactive rather than proactive. Condom use is not planned prior to the 
sexual encounter and young people are relying on their instincts to be able to insist upon 
using a condom during the 'heat of the moment.' The norm for those who do not discuss 
the use of protection before having sex with someone for the first time is that condoms 
were used and mentioned 'at the moment.' According to couples they interviewed, one 
partner or the other said 'I have a condom,' either while they were undressing or just prior 
to sexual intercourse. Some young women who want to ensure that a condom is used say 
they simply hand one to their partner with the clear implication that either it is used or 
there will be no sex (Collins, 1997). Other young women who want to use condoms rely 
on their partners to have them and ask, 'Do you have a condom?' Some young women 
also report that their partners have asked, 'Do I have to use a condom?' with the obvious 
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hope that they will not insist (Collins). This is consistent with Kent, Davies, Deverell and 
Gottesman (1990), who found that there tended to be little verbal communication during 
the transition from sexual intercourse being a possibility to it becoming a reality. 
Participants were asked to respond to the statement 'I discuss my sexual history 
honestly with a partner.' The majority of both males (71 %) and females (SCJOA.) indicated 
that they always discuss their sexual history honestly with a partner. Uddin, 1996, asked 
her sample to respond to the statement 'I discuss my sexual history frankly and honestly 
with my partner. • She found a total of 73.1% expressing at least some agreement with the 
statement 
Ingham et al (1991) found through qualitative research that only a minority 
discuss each other's sexual history before having sex and the discussion amounts to 
nothing more than sexual experience and almost never includes details of past condom 
use. 
Upon hindsight, the researcher is left to ponder if the respondent's discussions 
about sexual history included prior condom use or if it was limited to each other's level of 
sexual experience only. It may have been better to ask the sample if the discussion about 
sexual history included condom use with prior sexual partners. 
6.5.3 Senal Bouodaries aod Llmitatloas 
The greatest percentage of both males and females said that they would never 
have sex just to please a partner. This was almost forty percent of females and almost 
127 
twenty-nine percent of males. However, there was also a higher percentage of males than 
females who indicated that they would always have sex just to please a partner. Almost 
fifteen percent of males indicated this while not one female said that they would always 
have sex just to please a partner. Uddin ( 1996) asked her sample to respond to the similar 
statement 1 will sometimes have sex just to please a partner.' She found 32.1% of her 
sample expressed at least some disagreement with the statement. 
The discrepancy between males and females may best be explained by social 
norms and gender roles. Social norms and gender roles, as outlined in the TSS, suggest 
that males should always be ready for sexual intercourse and not refuse sexual 
intercourse, whereas, it is suggested to females that they be the sexual gatekeeper of the 
relationship and to not have sexual intercourse just for someone else (Byers, 1996). 
This is also displayed in the responses to the statement 1 tell my partner when we 
arc getting more physically intimate than I would like.' Almost sixty percent of the 
females responded 'always' to this statement while only about thirty-six percent of males 
said the same. The responses by the males and females to this statement differed 
significantly at the p< .OS level. 
Otis et al. (1997) state that in the sexual realm, females appear to be more able to 
exercise relative control with regard to certain types of sexual decisions such as refusing 
to engage in sexual activity when not desired. Females have been taught to restrict access 
to their bodies and to speak up when they feel that they are going too far sexually whereas 
males are to be willing to pursue any sexual opportunity made available by a woman. 
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This is further shown in the response to the statement 'I feel comfortable refusing sexual 
activity with someone, even if we've had sex together before.' Fifty percent of both males 
and females indicated that they always feel comfortable refusing sexual activity with 
someone even if they've had sex together before. However, over thirty-five percent of 
males versus about seven percent of females indicated that they would never or almost 
never feel comfortable refusing sexual activity with someone, even if they've had sex 
together before. This finding further reinforces the TSS which says that males must be 
willing to pursue any sexual opportunity made available by a female (Byers, 1996). The 
reluctance of the male respondents to speak up about their sexual limits may place them 
in a sexually vulnerable position and at higher risk for STDs, such as HIV. 
6.5.4 Relationship betweea Assertiveness aad Communication aad Safer Sex 
Behaviour 
As was consistent with the hypothesis, a linear relationship was found for the 
sample between assertiveness and communication and safer sex behaviour. The strength 
of this relationship (r = .698) can be considered to be moderate. Respondents who are 
more assertive about sexual matters and communicate more effectively about sexual 
matters are more likely to practice safer sex behaviour. Being more assertive about sexual 
matters and communicating effectively about sexual matters may be considered as having 
a preventive effect on the risks for HIV among this sample. 
With respect to males and females separately, a linear relationship was found for 
the males between assertiveness and communication and safer sex behaviour. This 
relationship was much stronger than the one for the group as a whole. The relationship 
(r = .876) can be considered of very good strength. 
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A significant linear relationship was found for the females of the sample as well. 
This relationship {r = .606) was smaller than the one found for males and for the group as 
a whole but can be considered moderate in strength. The females who are assertive about 
sexual matters and communicate effectively about sexual matters practice a higher level 
of safer sex behaviour. 
Wendt & Solomon (1995) found that barriers to condom use included difficulty 
discussing condom use with partners and poor communication and assertiveness skills. 
Poor assertiveness and communication skills may have serious consequences in relation 
to IUV as it makes it difficult to know sexual histories and to negotiate condom use 
(Wight, 1992). 
Being more assertive may be considered a preventive measure against HIV for 
both the males and the females in this sample. 
Key points in this section include: 
A higher percentage of males than females are involved with condom-related 
behavioun, such as assuming responsibility for supplying condoms, carrying condoms 
and being the first to initiate discussions about condom use. These findings are consistent 
with the literature that suggests that society stigmatizes young women if they seem too 
prepared for sexual intercourse by carrying condoms or being first to suggest their use. 
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A higher percentage of males than females indicated that they always have sex 
just to please a partner. Also, a lower percentage of males than females indicated that they 
always tell their partners when they are becoming more physically intimate than they 
would like. The response to this particular statement was statistically significant. These 
findings are consistent with the TSS which prescribes that males must be willing to 
pursue any sexual opportunity given them. This may be a risk factor for STDs among 
males in the sample. 
The relationship between assertiveness and communication and safer sex 
behaviour was stronger for the males than for the sample as a whole which reflects their 
higher participation in condom-related behaviours. 
6.6 Power Balance 
This section showed few differences between the responses of males and females. 
The first four statements in this section were adapted from the work of Dianne Felmlee 
(1994). The statements were rephrased for present and past tense to allow the student to 
answer even if he/she had a relationship in the past twelve months but was not currently 
involved in a relationship. 
6.6.1 Perceptioa of Penoaal Power ia Reladoasbip 
The first statement was 'In my relationship I have/had more power than my 
partner.' The majority was clustered in the 'sometimes' category with about fifty-seven 
percent of the group response. Female response in this category was fifty-five percent 
and male response was about sixty-two percent. 
6.6.2 Deeisioa-Makiag 
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One slight difference which emerged was in the response to the second statement 
'"In my relationship I make/made more of the decisions about what we do together than 
my partner.' About thirteen percent of the females indicated that they never make/made 
more of the decisions about what they do/did together than their partner. No males 
indicated that they never make/made more of the decisions than their partner (The reader 
is reminded of the small number of males participating in this study). It seems as if some 
of the males had more control of their relationships than some of the females. However, 
about forty-seven percent of the group as a whole, and the males and females separately, 
indicated that they sometimes make/made more of the decisions. Decision-making is 
thought to be a main indicator of power in relationships and has been linked empirically 
to power in intimate relationships in previous studies (Felmlee, 1994). As such, a large 
group of both males and females indicated that they sometimes make/made more of the 
decisions, this indicates an equitable balance of power with respect to this measure. 
6.6.3 Emotioaallavolvemeat 
Another small sex difference was in response to the statement 'I am/was more 
emotionally involved in the relationship than my partner. • More of the males (67%) than 
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the females (41%) indicated that they are sometimes more emotionally involved than their 
partners. The response to this statement approached significance at the p<.OS level. Otis 
et al. (1997) also found that emotional commitment was more significant for men. This 
finding gives strength to the hypothesis proposed by Allgeier and McConnick (1983), 
that men are more likely than women to become emotionally involved in a relationship 
and to suffer when it ends. As emotional involvement is a key component of power in 
relationships, this finding suggests that the balance of power, with respect to this 
measure, lay with the females in this sample. 
6.6.4 Equity 
Respondents were asked to give a measure of equity in their relationships. They 
were asked to respond to the statement 'I get/got a "better deal" in this relationship than 
my partner.' Half of the male respondents indicated that they get/got a better deal than 
their partner at least some of the time. Only twenty-five percent of the females indicated 
the same. 
This finding is similar to the one discovered by both Felmlee (1994) and Davis, 
Emerson and Williams (1997). In separate studies using this measure of equity, they 
found that women reported pem:iving less equity in their relationships. As equity is a 
component of power in relationships, the male respondents in this study seemed to wield 
more power in this area. 
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6.6.5 Level or Comfort 
Another small difference between male and female response was to the statement 
'I wouldn't feel comfortable asking a steady partner to use a condom.' Over seventy 
percent of females said 'never' to this statement whereas only fifty-four percent of males 
indicated this. A greater percentage of females than males would feel comfortable asking 
their partner to use a condom. 
The rationale which the researcher surmises is that the sample contained many 
females who were in monogamous relationships of long duration with one partner 
whereas more males were not in a present relationship or were in casual relationships 
oniy. The results of the survey showed that over sixty percent (61.1 %) of the males 
categorized their relationships at present as none (44.4%) or casual sex only (16.7%) 
whereas forty percent (38.9-A.) of males indicated that they were in a monogamous 
relationship. With respect to females, only twenty-six percent categorized their 
relationships at present as none (20.00/o) or casual sex only (6.0%) while sixty-eight 
percent indicated that they were in a monogamous relationship. The females may have 
dated their partner for many years before becoming sexually involved and trust was well 
established between them (Lear, 1997) in contrast to the number of males in casual 
relationships only. The relationship may have had time to evolve to a point where she 
would feel comfortable asking her partner to wear a condom. 
This is also stated in the Canada Youth & AIDS Study (King et al., 1988, p.92). 
'-rile stability of sexual relationships in which young people are involved determines 
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indirectly their chances of contracting AIDS and other STDs. Those in long-tenn, serious 
relationships are generally more concerned about each other and better able to talk about 
birth control and about strategies to prevent AIDS and other STDs. Short-term, casual 
encounters involving sexual intercourse are less likely to involve mutual respect or 
provide the opportunity for either partner to deal effectively with these concerns". 
However, as Otis et al. {1997) stated, the responsibility for condom use is often delegated 
to the male partner. 
This high percentage of female respondents being comfortable with asking their 
steady partner to use condoms indicated that there may have been a deep level of trust 
present in these relationships. Being comfortable enough with partners to be able to 
discuss difficult issues such as sexuality is a measure of power balance in the 
relationship. The percentage of female respondents indicating this level of comfort 
suggests that the power balance in their relationships with respect to this variable is 
equitable. 
6.6.6 Partaer's Respoase to Request to Use Condoms 
The most striking aspect of this section is the response to the statements 
concerning partner's response to a request to use condoms. These four statements were 
answered in the same manner by almost all of the sample. 
Participants were asked to respond to the statement 'If I asked my partner to use 
condoms, be/she would be angry'. Over eighty-five percent of the group as a whole as 
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well as males and females separately, indicated that their partner would never become 
angry if asked to use condoms. Again, over eighty-five percent of the group as a whole as 
well as the males and females separately, indicated that their partner would never refuse 
to have sex if asked to use a condom. At least ninety-five percent of the group as a whole 
and the males and females separately indicated that their partner would never become 
violent if asked to use a condom. Ninety-percent of the females and over sixty percent of 
the males indicated that it would bother them to have a steady partner become violent. 
1be difference in response to this statement by males and females was found to approach 
significance. 
Upon reflection concerning these statements it is likely that some of these may 
have been answered in a socially desirable manner. Because people wish to present 
themselves in a positive light, self-presentation bias may lead to underreporting or 
overreporting of particular behaviours depending upon whether that behaviour is viewed 
as positive or negative by society (Catania, Gibson, Chitwood & Coates, 1990). For 
example, few would want to admit that their partner would become violent if asked to use 
a condom. One would not want to think that way about their partner and if it was true, 
they may not want to admit it as this behaviour is deemed by society to be unacceptable. 
It may have proved more fiuitful if the sample had been asked what their partner would 
do if asked to use a condom. Also, with respect to the statement &It would bother me to 
have a steady partner become violent', it is logical to think that a majority of people 
would be upset if their partner became violent, as this would be a socially acceptable 
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reaction to violence. 
Also, cultural scripts may have played a role in responses to the statement •[t 
would bother me to have a steady partner become violent'. Only sixty-two percent 
(61.5%) of males responded 'Always' to the statement versus ninety percent of the 
females. For some males it may not be culturally desirable to admit to being bothered by 
violence from their female partners (Somera & Laub, 1997). 
6.6. 7 Relationship between Safer Se~ Bebavioar and Power Balance 
There was no significant linear relationship found for the sample between safer 
sex behaviour and power balance. This means that respondents who practice safer sex 
less often are not more or less likely to be in relationships that are balanced with respect 
to power distribution between partners. 
Key points in this section include: 
There were few differences in response found between males and females with 
respect to power balance. However, the response to•J am/was more emotionally involved 
in the relationship than my partner' approached statistical significance. 
No relationship was found between safer sex behaviour and power balance for the 
sample. 
6. 7 Predictiag Safer Sex Behaviour 
There was a linear relationship found between the dependent variable safer sex 
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behaviour and the independent variables of roles of men and women, assertiveness and 
communication, power balance, and sex (male or female). The regression model 
accounted for 50.9% of the variance with only assertiveness and communication making 
a significant contribution to the prediction of safer sex behaviour. Specifically, 
respondents with a higher level of assertiveness and communication were more likely to 
practice safer sex behaviour and respondents with a higher level of traditional thoughts 
about the roles of men and women were less likely to practice safer sex behaviour. As 
discussed in previous sections of this thesis, a higher level of assertiveness and 
communication about sexual matters can be considered a preventive measure for 
acquiring mv and other STDs, on the other han~ holding more traditional thoughts 
about the roles of men and women can be considered to be a risk factor for acquiring HN 
and other STDs. 
6.8 Limitations 
There were some limitations in this research design. The first of these is that the 
study design was not random in nature but utilized a convenience sample. Thus, any 
findings cannot be readily generalized to the population of second year university 
students attending Memorial University ofNewfoundland. They are indicative of the 
sample only. However, the consistent findings between this study and studies using 
random samples such as Uddin's (1996) gives a measure of confidence in the results. 
Although random sampling would have produced the best results in tenns of 
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generalizability to the university population, it was not the intent of the study to gain a 
random sample. Rather, this study was to be exploratory in nature and to encourage other 
researchers to investigate the relationships between the role of men and women, 
assertiveness and communication, power balance and safer sex behaviour to aid 
prevention ofHIV I AIDS. 
Another limitation surrounds the questionnaire design. A definition of safer sex 
was not explicitly given to the sample. There may have been some confusion about what 
each participant defined as safer sex. As was discussed previously, some students 
indicated that safer sex was synonymous with pregnancy prevention. A definition of safer 
sex should have been given to the sample, or alternately, the sample should have been 
asked to provide a definition of safer sex. This would have better clarified the research 
findings. 
Also, instead of asking the sample what their approach was to negotiating safer 
sex with a sexual partner, it may have been more appropriate to set up a scenario wherein 
they had to deal with a partner who refuses to use a condom. This may have allowed for 
more specific strategies and tactics to be gathered from the sample. It may also have 
produced more concrete findings on what percentage of the sample would have engaged 
in unprotected sexual intercourse. 
There was also a problem with the section pertaining to power balance. There 
were four questions (numbers 36, 37, 38 and 41) that were answered similarly by the 
sample. These questions should not have been included in the questionnaire as they 
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produced socially desirable responses. 
The selection and use of a university sample also introduced the possibility of bias 
in the power balance section as females attending university may be more assertive and 
less traditional in thought than females that do not attend university. 
A further limitation concerns the accuracy of self-reported data. The questionnaire 
asked the sample to recall specific incidents surrounding their relationships and sexual 
behaviour. Although a time frame of twelve months was given as a context to reduce any 
recall bias, some may have still remained due to the nature of having to recall specific 
events over the past year. 
Also, respondents with large numbers of sexual partners may have had to work 
much harder to recall specific behaviours than those in long-tenn monogamous 
relationships (Catania, Gibson, Chitwood & Coates, 1990). This recall bias may have 
been minimized in this study as there was a large number of respondents who reported 
being in a monogamous relationship at the time of the survey. 
The inherent biases such as self-presentation bias and participation bias also may 
have played a role in the results of this study. As discussed previously, the students may 
have answered some questions in a socially desirable manner; in a way that they thought 
society as a whole would want them to answer. Self-presentation bias may have lead to an 
underreporting of high-risk sexual behaviours. Studies have suggested that the use of self-
administered questionnaires may minimize this bias as it avoids face to face contact with 
an interviewer (Catania, Gibson, Chitwood & Coates, 1990). Thus, the use of 
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questionnaires in this research may have minimized this bias. 
Also, certain students may have chosen not to participate due to embarrassment, 
fear and/or inability to face their own high-risk sexual behaviour. This may have lead to 
an underreporting of high-risk behaviours among the sample (Catania et al., 1990). As the 
level of safer sex behaviour reported by the sample was quite high, the researcher feels 
that any bias present may have lead to an underreporting of high-risk behaviour. 
The small number of male respondents was also a bias in this research. Large 
percentages in response categories were represented by only four or five respondents. 
Thus, the reader must be cautious about interpreting the male responses. However, the 
ratio of female to male respondents was representative of the class as a whole which lends 
some credence to the male response to the survey. 
Also, the evidence of limited numbers of sexual partners and the tendency toward 
longer term relationships among the females in the sample may have affected the 
respoDSey especially in the sections relating to condom use and power balance in 
relationships. 
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7. Recommendations 
There are several recommendations which arose from this research. These 
recommendations were primarily concerned with the areas of research and education. The 
first is that more research be undertaken in the area of safer sex practices, such as condom 
use among male heterosexuals. In some instances in this study the males appeared to be at 
greater risk than the females for acquiring SIDs such as lflV. Also, the body of research 
dealing with male heterosexual safer sex practices is limited. As heterosexual sexual 
relations occur in a dyad between both a male partner and a female partner, the male 
response is vitally important in the protection ofboth partners. 
Power balance in relationships as a risk factor for mv among young people 
should also be explored further. Further research in this area may provide a clearer 
position with respect to the relationship between power balance and HIV. 
Recommendations concerning the education of youth arose from this research 
survey. First, a better understanding of safer sex is needed among youth. Several 
individuals in this survey equated safer sex with pregnancy prevention. To find this in a 
sample of university students indicated that there must be some misunderstanding among 
today's youth about safer sex practices. Health educators, teachers and other professionals 
who are involved in educating youth must make an effort to ensure that youth fully 
understand that safer sex is not equated with pregnancy prevention only, but rather, 
includes the prevention ofSIDs such as mv. This may help to alleviate the emphasis 
placed on pregnancy prevention by today's youth. 
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As traditional thinking about gender roles was associated in this study with a 
lower level of safer sex behaviour, one recommendation is that there should be education 
around gender roles for today's youth. Helping to alleviate traditional gender roles may 
have a protective effect on youth with respect to acquiring STDs such as HIV. 
Furthennore, both males and females appeared influenced by the TSS which, in tum, 
influenced their risk behaviour. More research should be undertaken in this area to further 
clarify these issues. 
Also, education should focus on assertiveness and communication training as 
strong assertiveness and communication skills with respect to sexuality were found in this 
study to be associated with a higher level of safer sex behaviour. Negotiation of safer sex 
between partners should also be an educational emphasis. This survey showed that some 
youth are relying on negotiation methods which are not always sound such as using 
condoms primarily with partners that they don't "know well." Education about more 
effective methods of safer sex negotiation may prove beneficial to youth. 
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8. Conclusion 
After conducting research ofthis nature, there are several conclusions one can 
make about the sample. Males and females who were more assertive and communicated 
better about sexual matters indicated practicing a higher level of safer sex behaviour as 
was hypothesized. Also, females who hold more traditional thoughts about the roles of 
men and women indicated practicing a lower level of safer sex behaviour as was 
hypothesized. Power balance in relationships was not found to impact upon safer sex 
behaviour as was contrary to the hypothesis of this research study. 
There was a high level of safer sex behaviour reported among the sample. 
However, there was still a sizable portion of the sample who did not report effectively 
practicing safer sex. This was displayed in the answers to both the specific behaviourally 
oriented questions and the open-ended questions where some respondents emphasized 
pregnancy prevention over disease prevention. 
Communication and assertiveness about sexual matters may have a protective 
effect against mv for the sample as respondents who scored high on the scale pertaining 
to assertiveness and communication about sexual matters also displayed a higher level of 
safer sex behaviour. Conversely, holding traditional thoughts about gender roles may be 
considered a risk factor for mv among the sample as those respondents who held more 
traditional beliefs about the roles of men and women also displayed a lower level of safer 
sex behaviour. 
While some gender roles and stereotypes as outlined in the TSS played a role 
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among members of the sample, not all of the aspects played a role. The results suggest 
that the movement towards convergence of a single sexual standard for both males and 
females may be starting. 
A linear relationship between power balance and safer sex behaviour was not 
found for the sample. However, female respondents who indicated a lower level of safer 
sex behaviour were found to be more traditional in thought about the roles of men and 
women and female respondents who were found to be more traditional in thought about 
the roles of men and women were more likely to be in equal partnerships with respect to 
power distribution. 
This may have been affected by the limited numbers of sexual partners and the 
tendency towards longer term relationships among the females in the sample. As a 
relationship matures, the level of comfort arises, trust deepens, and the practice of using 
condoms is often discarded for more convenient birth control, such as oral contraceptives. 
It may also have been affected by the nature of the females in the sample itself. 
Better questionnaire design may have enriched the results of this survey. A 
definition of safer sex may have helped the sample to better clarify the key concepts 
involved and may have provided more accurate data. Asking the sample if they discussed 
past condom use during the discussion of sexual history may have provided more clarity 
to the sexual history results. Also, there was an inherent volunteer bias within the 
procedure which may have provided inflated results with respect to safer sex behaviour. 
There are lessons to be learned from the results of this survey. One involves the 
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future direction of research into safer sex behaviour. The heterosexual male perspective 
about safer sex behaviour has not been well researched. There are very few studies 
dealing with heterosexual men only {Campbell, 1995). The danger in this lies in treating 
the female response to negotiating safer sex behaviour without dealing with the male 
response. This ignores the partnership in which sexual negotiation takes place and sends a 
message to society that safer sex is a female responsibility {Campbell, 1995) rather than 
the responsibility of both partners in a sexual relationship. 
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AppeadbA 
1. Medical aad Historical Overview or BIV/AIDS 
Epldeadc Ia Nortb America 
AIDS is caused by HIV which affects the body's immune system. The immune 
system identifies. isolates, and eliminates foreign invaders ftom the body (McClain & 
ISS 
Matteoli, 1989). HIV affects the T4 helper ceUs of the immune system. These T4 helper 
cells are primarily responsible for recognizing, activating and proliferating in response to 
a foreign invader. Also, these cells regulate other immune responses by signalling other 
cells of the immune system such as T8 cells, 8 ceUs, and macrophages and by controlling 
their action. The destruction of these T4 cells causes the collapse of the body's immune 
system (McClain &. Matteoli). 
mv alone does not cause a definable illness (Hughes, 1998). mv causes people 
to become more susceptible to certain infections as their immune systems caunot function 
properly. These infections are called "opportunistic infections" and take advantage of the 
weakened immune system. Two of the more prevalent opportunistic infections associated 
with IUV/ AIDS are Pneumocystis carinii pneumonia (PCP), a form of pneumonia found 
in immunosuppressed individuals, and Karposi's sarcoma (KS) which is a cancer 
originating ftom the cells of the lining of blood vessel walls. A primary manifestation of 
KS is raised dark purple skin or mucous membrane lesions (McClain&. Matteoli, 1989). 
A person acquin:s an opportunistic infection that, in tum, causes the syndrome of illness 
(Hughes, 1998). These opportunistic infections would rarely cause disease in a person 
with a normal immune system. However, to a person with AIDS these infections can be 
1S9 
fatal (McClain & Matteoli). 
Between October 1980 and May 1981, five young men, all sexually active 
homosexuals, were treated for PCP at three different hospitals in Los Angeles, California. 
Two of them died (McClain & Matteoli). By 1980, most physicians were aware that PCP 
occurred only in individuals with immunosuppression as it bad occurred primarily among 
cancer patients who had undergone chemotherapy (Hughes, 1998). Also, KS was a 
disease found primarily among men of Mediterranean origin which was rarely fatal 
(McClain & Matteoli). Thus, physicians searched for an underlying disease process that 
damaged immune systems (Hughes). 
In 1982, the CDC published a report about the incidence ofKS and PCP among 
homosexual men in the states of New York and California. The report said that during the 
past thirty months, KS had been diagnosed in 20 homosexual men in New York and six 
in California. Eight of these patients died within two years of a KS diagnosis. Four of 
these were also diagnosed with PCP. 
One month later, the CDC reported that the majority of PCP and KS cases had 
occurred in homosexual and bisexual men aged 25-49 years (McClain & Matteoli, 1989; 
Ward & Drotman, 1992). The CDC also reported the mortality rates for persons 
diagnosed with PCP to be fifty percent and seventeen percent among those diagnosed 
with KS. Among those diagnosed with both KS and PCP, the mortality rate was forty· 
three percent (McClain & Matteoli). Other serious opportunistic infections were found 
among persons diagnosed with KS and/or PCP. Thus, the CDC concluded that the 
combination ofiCS and PCP among homosexual men suggested an association with 
immunosuppression (McClain & Matteoli). 
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Subsequent reports from the CDC in 1982 and 1983 (CDC, 
1982a,1982b,l982c,1982d; CDC, 1983) identified persons with hemophilia, recipients of 
blood and blood products, intravenous drug users, and their heterosexual partners and 
children who had opportunistic infections associated with immunosupression (Ward & 
Drotman, 1992). 
Labratory testing revealed that the patients' immune systems had failed for no 
apparent reason (McClain & Matteoli, 1989). In late 1981, with less than a dozen cases, 
the underlying problem was determined to be an acquired immunodeficiency, and the 
CDC established a surveillance case definition that formally listed the opportunistic 
infections indicating immunosuppression (Ward & Oro~ 1992; Hughes 1998). 
Beginning in 1982, the immune disorder and the associated illnesses became known as 
the acquired immunodeficiency syndrome, or AIDS (Ward & Drotman). 
During this period, three hypotheses were being proposed as follows: immune 
overload, multifactorial, and single agent. Immune overload was the first theory to be 
proposed and initially appeared to provide a possible explanation for the occurrence of 
AIDS (McClain & MaUeoli, 1989). Researchers proposed that repeated infections from 
STDs and the use of recreational drugs combined to overload the immune system. This 
theory was disregarded when AIDS occurred among persons not engaging in certain 
sexual practices or drug use (McClain & Maueoli). 
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The multifactorial theory suggested that exposure to infectious agents and/or 
immunosuppresive agents could induce cellular dysfUnction. The combiDation of further 
infection, drug use, alcohol abuse and genetic and environmental factors would 
eventually cause the immune system to fail (McClain & Matteoli, 1989). The fault of this 
theory was that not all homosexual men nor others with AIDS fit the multifactorial profile 
(McClain & Matteoli). 
Because AIDS appeared in populations besides homosexual men researchers 
suspected that AIDS could be caused by a single infectious agent rather than by the sexual 
behaviour of a particular group and that this infectious agent was transmitted in blood 
and/or body fluids of infected individuals (McClain & Matteoli, 1989). Researchers 
explored the suggestion that AIDS could be a retrovirus, a unique class of viruses because 
of the reversal of direction in genetic material from RNA to DNA (McClain & Matteoli, 
1989). Dr. Robert Gallo was the first to isolate a retrovirus from humans in 1980. This 
retrovirus displayed a pre-disposition for human T lymphocytes. When a related virus was 
isolated from a leukemia patient the viruses were designated as human T cell 
lymphotrophic virus Type I and U (BTL V I and II). Researchers thought that AIDS might 
be related to HTL V I and U (McClain & Matteoli). 
In May of 1983, a scientific breakthrough was made when Dr. Luc Montagnier 
and his team at the Pasteur Institute in Paris, France reported that they had found a 
retrovirus that may cause AIDS. He named his discovery lymphadenopathy-associated 
virus {McClain & Matteoli, 1989). Shortly after this, Dr. Robert Gallo of the National 
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Cancer Institute in Bethesda, Maryland, declared that his laboratory bad also isolated the 
AIDS virus (Gorman, 1996). Gallo named his discovery human T celllymphotropic virus 
type m (HTI. V Ill) (McClain & Matteoli). Jay Levy at the University of California, San 
Fnmcisco, independently isolated what was a third agent which he named AIDS-related 
virus (McClain & Maueoli). Evidence revealed that the three retroviruses were essentially 
the same and caused AIDS. In 1986, the International Commiuee on Taxonomy of 
Viruses proposed that the AIDS virus be called Human Immunodeficiency Virus or IDV 
as it is called today (McClain & Maueoli; Ward & Drotman, 1992). 
The first Canadian case of AIDS was identified in 1982 (Health Canada, 1998). 
By 198S, the Reel Cross had instituted a mandatory blood screening program for all blood 
donated in Canada. (Government ofNewfoundland and Labrador, 1993).1n 1984, two 
people tested positive for mv in Newfoundland and in 1986, the first case of AIDS was 
reported (Government ofNewfoundland and Labrador). 
The increasing numbers of people infected with AIDS led to the issuing of a 
landmark report in October of 1986 by the U.S. Surgeon General C. Everett Koop. This 
report urged public health measures and sex education to help prevent the transmission of 
AIDS (Gorman, 1996). 
During 1987 scientists continued to search for both treatment and methods to 
prevent IDV. AZT (zidowdine) was approved as a treatment for AIDS during this time 
and experiments began with the hope of finding a vaccine for AIDS. Julyofl992 hailed 
the first report of a combination drug therapy for AIDS (Gorman, 1996). After a couple of 
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more years of laboratory testing, these protease inhibitors were used in combination with 
AZf and another drug 3TC to combat the AIDS virus. This was thought to be a good 
treatment for mv as it would be increasingly difficult for the virus to simultaneously 
resist the therapy on three different fronts (Gorman). Mathematical models suggest that 
patients diagnosed and treated early enough might be virus-free within two or three years 
(Elmer-Dewitt, 1996). 
This represents some hope for those involved in the tight against AIDS. The virus 
may not be invincible after all. However, this hope is not all encompassing as the 
treatment does not address those in the late stages of the disease, the cost of the therapy is 
beyond the reach of many of those infected, and the treatment is not available to those 
who live in underdeveloped and developing countries which compose the majority of the 
IDV -infected (Elmer-Dewitt, 1996). 
2. PnwmmceofiDV 
The United Nations estimates, based on a country by country analysis, indicate the 
number ofHIV infections worldwide is 30 percent higher than previously thought 
(UNAIDS, 1997). In 1999, there were 5.6 million new IDV infections (UNAIDS, 1999). 
There are currently 33.6 million people living with HIV/ AIDS ancl2.6 million 
individuals died last year due to HIV/ AIDS (UNAIDS). The cumulative number of 
deaths worldwide due to HIV/A.IDS to December 31, 1999 was 16.3 million (UNA.IDS). 
In North America there were 44,000 new infections in 1999 and 920,000 people 
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living with HIV/ AIDS (UNAIDS, 1999). The adult prevalence rate was O.S6% with 200/o 
of HIV positive people being women (UNAIDS). 
There were 44,427 positive HIV tests in Canada fiom November 1, 1985 to June 
30, 1999 (Health Canada, 1999). Of these, 36,21S were male, 5371 were female and 2781 
were reported without gender. Up to June 30, 1999 16,628 AIDS cases bad been 
diagnosed in Canada (Health Canada). Of these, 15,336 were male, 1292 were female 
(Health Canada). The ratio in Canada of male to female cases was 12:1. The percentage 
of AIDS cases attributable to heterosexual contact with a person at risk was 5.90.4 (Health 
Canada). 
In Newfoundland, there were 200 positive lflV tests between November 1, 1985 
and September 30, 1999. Of these, 153 were male and 47 were female. This was a ratio of 
3:1 of positive male tests to female tests (Health Canada, 1999).1n Newfoundland, there 
were 77 cases of AIDS diagnosed up to September 30, 1999 (Public Health Laboratory, 
1999). Sixty of these were male and 17 were female. This was a ratio of 4:1 of male 
cases versus female cases (Health Canada). Ofthe77 cases, 34 were attributable to men 
who have sex with men, 20 to heterosexual contact with a person at risk, 12 to receiving 
blood products, 4 to perinatal transmission, 2 to injection drug use only, 1 to men who 
have sex with men and injection drug use (Public Health Laboratory). The percentage of 
AIDS cases attributable to heterosexual tontact with a person at risk was 26.0%. (Public 
Health Laboratory). 
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Over the period of January 1, 1987 to December 31, 1992, deaths fro~ IDV I AIDS 
accounted for 3.6% of potential years of life lost (PYLL) before age sixty-five in men and 
0.4% ofPYLL in women in Canada (Hogg et at., 1996). In 1992, HIV /AIDS was the 
third leading cause of male PYLL in Canada. In Montreal, Toronto, and Vancouver 
JUV/AJDS was the leading cause ofPYLL and was responsible for a significant decrease 
in life expectancy at birth in men over the study period of January 1, 1987 to December 
31, 1992 (Hogg et al.). 
3. AD Epidemle Gettillg Youager 
A recent study from the National Cancer Institute in the United States warns that 
while the rate of new AIDS cases reported among people born before 1960 appears to be 
reaching a plateau, the rate among younger Americans bom after 1960 continues to 
escalate (Collins, 1997). In young people more than any other group, IUV is spread 
sexually. Two groups of young people at risk for sexual exposure to HIV ucount for 
roughly three-quarters of the adolescent epidemic: men who have sex with men and 
women infected through heterosexual sex (Collins). 
In Canada, more and more infections are occurring in young people. The Bureau 
ofHIV/AIDS and STD had estimated that between 1975 and 1984, the median age of 
HlV infection in Canada was 29.6 years. Between 1985 and 1990, the median age of 
infection in Canada was 24.5 years (Health Canada, 1997). As of June 30, 1999, a total of 
16,438 AIDS cases had been reported to the Laboratory Centre for Disease Control 
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{Health Canada, 1999). Of these, eighty had been among adolescents between the ages of 
ten and nineteen years and 2752 were among those aged twenty to twenty-nine years 
{Health Canada). Many of those in the latter group were probably infected with HIV as 
teenagers as there may be a lag often years or more between HIV infection and the onset 
of AIDS (Health Canada). 
An increasing trend is also noticed toward heterosexual transmission of AIDS. 
Befo~ 1990 only 2.2% of all AIDS cases in Canada could be related to heterosexual 
transmission. Between 1990 and 1995 5.6% of AIDS cases were attributable to 
heterosexual transmission (Health Canada, 1997). In the first six months of 1999, 18.3% 
of all positive HIV tests among adults for which exposure category was known were 
attributable to heterosexual contact (Health Canada, 1999). 
The rate of mY infection appears to be growing faster among young women than 
any other group. The proportion of U.S. adolescent AIDS cases among females has 
tripled fiom 14% in 1987 to 46% of the reported cases in the year preceding July 1996. 
Heterosexual sex accounts for three quarters of the cases in young women. The pattern of 
infection among North American youth is consistent with the evolving global epidemic 
(Collins, 1997). 
In Canada, as of June 30, 1999, adult women accounted for 13.00.A. of all positive 
HIV test reports for which age and gender are known, 24.0% of positive mv tests among 
all adults and 12.4% of diagnosed AIDS cases (Health Canada, 1999). As of June 30, 
1999, 4.7% of positive HIV reports and 7.0% of diagnosed AIDS cases were among 
female children under the age of fifteen (Health Canada). 
4. Eeoaomle Impaet of BIV/AIDS 
It is very difficult to estimate an exact dollar cost ofiDV/AIDS in Canada. 
However, there are direct costs, indirect costs an~ societal costs associated with 
HIV/AIDS (Government ofNcwfoundland and Labrador, 1993). 
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Direct costs related to mv I AIDS such as diagnosis, hospital care, continuing care, 
physician care, drug costs and the cost of using other health professionals may increase 
exponentially as more people become infected with HIV. The costs oflllV testing and 
counselling arc also increasing as public awareness ofmv increases. In 1998 there were 
11731 HIV screening tests performed in Newfoundland (Public Health Laboratory, 1999). 
The screening of donated bl~ the use of universal precautions, and public 
education have a monetary cost to society. In 1992, the cost of screening 34,300 blood 
donors in Newfo1,111dland and Labrador was about S 125,000 while approximately 
$220,000 was allocated fiom the budget of the Health Promotion Division towards public 
education (Government ofNewfoundland and Labrador, 1993). 
5. Caaadlu Strategy oa HIV/AIDS 
In an attempt to alleviate the economic and societal costs associated with 
HIV/AIDS the Canadian government launched the National AIDS Strategy in 1990. The 
National AIDS Strategy provides a framework for federal leadership and facilitates the 
implementation of various initiatives to help society beuer cope with the demands of 
IHV/AIDS (Health Canada, 1998). Phase I committed $112 million over three years to 
support a variety of research, surveillance and community development initiatives. 
Substantial progress was made in education, prevention, care and treatment (Health 
Canada). 
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Phase n of the National AIDS Strategy was launched in 1993. Phase II provided 
$211 million over five years or $42.2 million a year. Phase n responded to the growing 
complexity ofiUV I AIDS in Canada and the need for extended commitment of time and 
funding (Health Canada, 1998). The partnerships started during Phase I were built upon 
and further developed during Phase U. Significant accomplishments were made during 
Phase n with respect to educating Canadians and health care professionals about 
mv I AIDS. Also, National surveillance systems were established, new models of 
individual and family care and support were developed, and more effective drugs and 
therapies were found and made available (Health Canada). Phase II ended on March 31, 
1998. On May 28, 1998, the Federal Minister of Health announced details of a new 
Canadian Strategy on mY/AIDS. This includes the annual funding of$42.2 million a 
year to be allocated primarily for prevention, community development, treatment, 
SlUVeillance, and research. 
The goals of the strategy are to: 
• prevent the spread ofHIV infection in Canada 
• findacure 
• find and provide effective vaccines, drugs and therapies 
• ensure care, treatment and support for Canadians living with IDVI AIDS, their 
families mends and caregivers 
• minimize the adverse impact oflUVIAIDS on individuals and communities 
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• minimize the impact of social and economic factors that increase individual and 
collective risk for HIV (Health Canada, 1998). 
A Ministerial Council on mv I AIDS bas also been formed to provide ongoing 
advice to the Minister of Health pertaining to keeping the strategy flexible and responsive 
to the changing nature ofHIVIAIDS, promoting alliances and joint efforts, reaching and 
responding to the groups at risk, and assisting in the development of long-term plans for 
future action on HIV I AIDS (Health Canada, 1998). 
6. HIV/ AIDS Strategy for Newfoandlaad and Labrador 
During the summer of 1992 the Provincial Minister of Health gave a mandate for 
the province to coordinate the development of a comprehensive IUV I AIDS Strategy for 
Newfoundland and Labrador (Government of Newfoundland and Labrador, 1993). 
The objectives were to: 
• devise a framework for the development of a comprehensive HIV I AIDS Strategy 
for Newfoundland and Labrador. 
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• develop recommendations related to HIV Prevention and Education, Testing and 
Treatment, and Care and Home Support. 
• develop a comprehensive HIV I AIDS Strategy for Newfoundland and Labrador. 
• devise a proposed implementation plan with the necessary human and financial 
resource implications. 
(Government ofNewfoundland and Labrador, 1993). 
Meeting these objectives involved an extensive consultation process. Consultants 
included members of the lDV Prevention and Education, Testing and Treatment, and 
Care and Home Support advisory groups, experts in the field oflDVIAIDS, community 
health personnel, members of aboriginal communities, and government representatives 
fiom across Canada. This consultation process resulted in twenty-three recommendations 
to the Provincial Government for dealing with lflVI AIDS in Newfoundland and Labrador 
(Government ofNewfoundland and Labrador, 1993). An update of the Newfoundland 
and Labrador mv I AIDS Strategy to bring it in line with the new national strategy is on 
the agenda at the provincial government level. However, there has been no timeline given 
for the completion of this update. 
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AppeadiiB 
ZL What wu die diiDculty Ia aegotiatiag safe seJ: wltla a senal partller 
aad laow cUd you resolve It? 
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When I was a teenager my partners did not want to use a condom. It took away fiom the 
moment. Didn't know if they would work anyway. They said it took away fiom sexual 
feeling. Sometimes I took chances anyway. Female, 36 yn 
The problem was my first boyfriend so eventually I left him. Female, 19 yn 
Allergies. Just didn't like condoms. Female, 19 yn 
The difficulty was that he didn't like to use condoms because it didn't make sex feel the 
same; it's not as good. I told him I was really nervous and we have to use condoms or we 
can't have sex right now. I say let's just try them. Female, 19 yn 
Problem: he wouldn't use condoms. It was never really resolved. I couldn't make him see 
my point and he'd just get mad and complain. Female, 19 yn 
The feel wasn't the same. She went on the pill. Male, 19 yn 
Didn't want to use condom. I prefer the pill as a safe sex precaution. Male, Zl yn 
The condoms are too uncomfortable and I didn't want to use it But, I tried for a while 
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then I quit. Male, 22 yn 
29. What Is your approach to aegotiadllg safe ses: wltll a semal partaer? 
If I think we are going to have sex, rn ask ifhe bas a condom, and in the process or 
maybe before it will take place either on past dates or that night when it was an issue, ask 
about his sex history. I wouldn't have sex with someone who is known to have a lot of 
sex partners. Female, 20 yn 
Talk logically, assess risk for both partners. Make a mutual discussion a success. 
Consider alternatives. Female, 19 yn 
My sexual partners are usually very intelligent well-educated males who strongly agree 
with safer sex to reduce the chance of STDs and pregnancy. Either my partner or I will 
take the responsibility for condoms, in my relationships. I can and have talked openly 
about safe sex. I take responsibility, obviously, for oral contraceptives. If one has an 
open relationship, one can talk about anything in an understanding and meaningful way. 
Female, 19 yn 
Talk about it beforehand. Female, 19 yn 
My approach to negotiating safe sex was never difficult with my partner because we both 
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have similar feelings about sex and the risks. Female, 19 yn 
In the past my partners were always responsible enough to ensure protection. Currently, I 
am mmied with one child and another on the way so I find some of these questions bard 
to apply. Female, 25 yn 
Before having sex, I make sure he knows that if there won't be a condom, there won't be 
any sex. The fact that rm on the pill means nothing. I want him to use a condom. 
Fe....te,19yn 
My approach would be safe sex or no sex. Why take the chance of becoming pregnant or 
getting an STD for the sake of a night of pleasure. Female, 19 yn 
Both partners responsible for protecting against pregnancy and STDs. Insist on knowing 
sexual history of partners. Suggest having STD test done before having sex. Female, 21 
yn 
No glove, no love. Female, 22 yn 
Tell him be safe or no sex! Female, 19 yn 
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Let them know I will not have sex unless they use a condom. Female, 19 yn 
RefUse unless condom is used. Female, 19 yn 
If we don't use a condom or other means of protection, I'm not participating. Be assertive. 
Female, 21 yn 
My boyfriend and I know the risk. Neither is ready for a family or wants a STD. My 
main concern is pregnancy. I was a virgin and he was tested before we ever had 
intercourse. He is very understanding and until we are ready to have a family we agreed to 
be as safe as possible. Female, 20 yn 
I ask them to wear a condom. If they say no, then I say we have to stop. If they say yes, I 
ensure that it is a condom that is not expired, latex, and has N-9. Female, 20 yn 
I inform my partner that I am simply not willing to take the risks associated with 
unprotected sex. Male, 23 yn 
For me, it's either safe sex or no sex and I let my boyfriend know this. Female, 20 yn 
Simple - no condom no sex. Female, 23 yn 
Using condoms. Female, 19 yn 
Talking and reasoning with them; pros vs cons. Female, 10 yn 
With a new partner it is always assumed that a condom will be wom. Female, 11 yn 
Well, to be totally hones~ my partner was tested and is fine. I am on the pill but do not 
use condoms regularly. Female, 19 yn 
Both have to agree. Female, ZZ yn 
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I beHeve that if you are seeing a person you don't know well you should want that partner 
to wear a condom. I say either wear a condom or forget it! Female, Zl yn 
My main approach as well as his is to practice every caution to discourage the chance of 
possible pregnancy. Female, 19 yn 
I say that without condoms available, I would refuse to have sex with a new partner, 
unless we had known each other for a period of six months or longer and knew each 
other's sexual history. If they bad something or weren't quite sure if they bad something, I 
1n 
would make sure they got tested. If they had something serious (IUV, Herpes), I would 
not have sex with them. Female, %1 yn 
At a certain point in my life I realized (I guess you could say I started to use my 
intelligence) that sex without protection could possibly mean my life. Now its "no 
condom, no sex". Female, 19yn 
Decision was agreed upon by me and my partner from the beginning. It was a priority for 
both of us. Female, 19 yn 
Unless I know the person very well, I will not engage in sex without negotiating. Male, 
ZZyn 
I ask if they have a condom. If they don't, in most cases, I have refused to have sex. 
However, there have been times when I have bad sex without using a condom. Female, 
%1 )TS 
Talk about the risks involved without safe sex. Make sure we understand the safe sex 
methods which are available. Make sure we are both ready to engage in sexual activity. 
Male,%1 yn 
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Condoms. Male, 21 yn 
Either a condom is used or there will be no sex. Female, 21 yn 
It's never been a negotiation - always a given for both parties. Female, 11 yn 
Open, honest, no negotiations. My way or the highway! Female, 19 yn 
Be open and honest. Male, 21 yn 
There is not too much negotiating. If he is not into using a condom, I refuse to sleep with 
him. Female, 19 yn 
Negotiations are unnecessary. We are both strong believers in the most adequate, safe, 
and sure methods of contraceptives. Male, 19 yn 
Q. Do you want to wear a condom? 
A. Yes. Male,20yn 
Safe sex or no sex!! Female, 19 yn 
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I just say, you may not want what I may have. Male, 21 yn 
Talking openly and choosing the safest practice with regard to sex and safe sex. Male, 21 
yn 
In partners rve experienced negotiating safe sex has never been a problem. Safe sex is a 
priority for both of us. Female, 19 yn 
No sex. Female, 19 yn 
I usually tell the person I feel nervous about getting pregnant and I would feel much better 
if we had all the protection against pregnancy as possible. Female, 19 yn 
Simply ask. Female, 22 yn 
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AppeadhC 
A. Roles of Mea ud Woaaea N=87 
n Always Often Sometimes Almost 
Statement {%) Never 
1.Mea should take fiDaDcia1 85 1 (1.2) 
responsibility for a date 
4(4.7) ss (64.7) 10 (11.8) 
2.Mea should bave more 84 0 2 (2.4) 16 (19.0) 14 (16.7) 
sexual experience than 
women 
3.A lack of sex takes a 84 2 (2.4) 20 13 (15.5) 16 (19.0) 
greater toll on mea than (23.8) 
women 
4. Women should bear the 85 1 (1.2) 4 (4.7) 12 (14.1) 7 (8.2) 
primary responsibility for 
protediDg against 
pRSDIIICY 
S.Women should bear tbe 86 4 (4.7) 1 (1.2) 12 (14) 7 (8.1) 
primary responsibility for 
protcctiag against STDs 
B. Sexual Behaviour 
6. Have you ever had sexual intercourse? n=82 
73 (89.0) 
9 (11.0) 
a 
a 
Yes 
No 
PletUe co11tillue with QuestiD11 7 
Go to SectitJ11 G 
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Never 
15 (17.6) 
52 (61.9) 
33 (39.3) 
61 (71.8) 
62 (72.1) 
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7. Over your lifetime, approximately how many sexual partners have you had? n=69 
Number of Frequency Percent of 
partners respondents 
(%) 
I partner 21 30.4 
2partner IS 21.7 
3 partners 8 11.6 
4partners 6 8.7 
S partners 4 5.8 
6partners 7 10.1 
?partners 3 4.3 
10 partners 1 1.4 
12 partners 2 2.9 
13 partners 1 1.4 
20 partners 1 1.4 
8. Have your sexual partners been n=74 
ss (74.3) 
19 (25.7) 
0 
lJ Men only(SS female) 
CJ Womenonly(l9male) 
a Both men and women 
9. How would you describe your sexual relationship(s) at present? n=69 
19 (27.5) 
6 (8.7) 
0 
0 
lJ None 
lJ Casual sex only 
lJ Regular relationship plus both partners have casual sex 
CJ Regular relationship plus I have casual sex 
0 
0 
a Regular relationship plus partner bas casual sex 
a Regular relationships with several partners 
a Monogamous relationship with one partner 
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41 (S9.4) 
3 (4.3) 
0 
a Other (please specify), _________ _ 
a Don'tknow 
I 0. Have you had sexual intercourse in the past twelve months? n=72 
63 (87.S) 
9 (12.S) 
a 
Cl 
Yes 
No 
Co11tb111~ witA Qaestio11 11 
Go to S~ctio" G 
II. Approximately how many sexual partners have you had in the past twelve 
months? n=61 
Number of partners Frequency Percent 
1 42 68.9 
2 11 18.0 
3 s 8.2 
4 2 3.3 
s 1 1.6 
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C. Assertiveaess aad Commuaicatioa 
D Always Often Sometimes Almost Never 
Statement Never 
12. I assume that 11111 60 21 (35.0) 3 (S.O) 25 (41.7) 4 (6.7) 7 (11.7) 
responsible for supplying 
coadoms iftbe need arises 
13. DuriDs sexual 60 9 (15.0) 17 (28.3) 25 (41.7) s (8.3) 4 (6.7) 
situatioos I am the first to 
suggest usiag a condom 
14.1am the fintto initiate 60 6(10.0) 12 (20.0) 30(50.0) 7 (11.7) 5 (8.3) 
discussions about safer sex 
witbapartDer 
15. 1 will bave sex just to 61 2 (3.3) 2 (3.3) 18 (29.5 16 (26.2) 23 (37.7) 
please a pai1Der 
16. I discuss condom use 57 10 (17.5) 10 (17.5) 13 (22.8) 13 (22.8) II (19.3) 
with a partDer several dates 
before engagiag in sex 
17. I discuss my sexual 60 37 (61.7) 11 (18.3) 5 (8.3) 6 (10.0) 1 (1.7) 
history boaestly with a 
partner 
18. I teD my panaer when 59 33 (55.9) 7 (11.9) 13 (22.0) 3 (5.1) 3(5.1) 
we are gettiag more 
physic:ally iDtimatc tban I 
would like 
19.1 feel comfortable 60 30 (50.0) 11 (18.3) II (18.3) 5 (8.3) 3 (5.0) 
refusiag sexual activity 
with someoae, even if 
we've bad sex together 
before 
185 
D. Safer Ses Behaviour 
Statement D Always Often Sometimes Almost Never 
Never 
20.1 question a 60 28(46.7) 16(26.7) 11 (18.3) 4 (6.7) 1 (1.7) 
piiCDer about bislber 
sexual history 
21.1 delay sex until I 58 28(48.3) 15 (25.9) 11 (19.0) 3 (5.2) 1 (1.7) 
know a par111er well 
eaougbto~e 
safer sex 
22. I limit my sexual 59 20(33.9) 17 (28.8) 17 (28.8) 4(6.8) 1 (1.7) 
activity to practices 
lmown to be less 
risky 
23. I use condoms 60 17 (28.3) 13 (21.7) 20(33.3) 6(10.0) 4 (6.7) 
during sexual activity 
24. I carry coadotm 58 8 (13.8) 3 (5.2) 14 (24.1) 9 (15.5) 24 (41.4) 
with me on a date 
25.1 would refuse to 58 21 (36.2) 12 (20.7) 18 (31.0) 6 (10.3) 1 (1.7) 
bave iDten:oune with 
aparlllerifno 
ccmdomwas 
available 
26.1 would insist on 58 26(44.8) 12 (20.7) 13 (22.4) 6 (10.3) 1 (1.7) 
using a condom even 
if my partner did not 
want to use one 
27. Have you ever experienced difficulty in negotiating safer sex (ie. using condoms) 
with a sexual partner? n=60 
11 (18.3) 
49 (81.7) 
c 
c 
Yes 
No Go to Questio11 29 
28. What was the difficulty and how did you resolve it? n=8 
(See Appendix B for complete results) 
29. What is your approach to negotiating safer sex with a sexual partner? n=46 
(See Appendix B for complete results) 
30. In the past twelve months have you bad a stetuly sexual partner? 
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For tile purposes of this questionntlire, 11 stetuly sexulll piUtller is defined liS 11 
persDII one Ira sex with in 1111 ongoing rellltionsllip and "'IIY indude 11 spouse. 
S2 (86.7) 
8 (13.3) 
IJ 
a 
Yes 
No 
Co11tillue with Question31 
Go to Section G 
For the 11m two sectio11s, please 1111swer tire following questions baed your 
rellltiot~slrip witll 11 stelllly sexulll partller. 
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E. Power Baluee 
Statement n Always Often Sometimes Almost Never 
Never 
31. In my relatioasbip I 53 4(7.5) 0 30 (56.6) 11(20.8) 8 (15.1) 
have/bad more 
power than my partner 
32. In my relatioDSbip I 53 3 (5.7) 10 (18.9) 25 (47.2) 10(18.9) 5 (9.4) 
IDike/made more oftbc 
decisioos about wbat we do 
together than my partner 
33. I am'was more emotioaally 51 I (2.0) 0 24 (47.1) 11(21.6) 15 (29.4) 
involved in the relationship than 
mypartaer 
34. I get/got a "better deal" in 52 I (1.9) 4 (7.7) 11 (21.2) 13(25.0) 23 (44.2) 
this relatioDSbip tban my partner 
35.1 wouldn't feel comfortable 52 4(7.7) 3 (5.8) 3 (5.8) 7 (13.5) 35 (67.3) 
asking a steady partner to use a 
coadom 
36. If I asked my partner to use 53 I (1.9) l (1.9) 3 (5.7) 2 (3.8) 46 (86.8) 
condoms, he/she would be angry 
37. If I asked my partner to use 52 0 1 (1.9) 2 (3.8) 4 (7.7) 45 (86.5) 
coudoms, he/she would refuse to 
have sex 
38. 1fl asked my partner to use 52 0 0 0 2 (3.8) 50(96.2) 
condoms, he/she would become 
·violent 
39. It would bother me to bave a 53 20(37.7) IS (28.3) 10 (18.9) 4 (7.5) 4(7.5 
steady parmer become augry 
40. It would bother me to have a 53 10 (18.9) 9 (17.0) 21 (39.6) 6 (11.3) 1 (13.2) 
steady putuer refuse to bave sex 
with me 
41. It would bother me to bave a 53 44 (83.0) 5 (9.4) 1 (1.9) 0 3 (5.7) 
steady putDer become violent 
F. Partaer Demographics 
42. What is/was the age of your steady sexual partner? n=SO 
Years Frequency Percent 
17 1 2.0 
18 s 10.0 
19 4 8.0 
20 12 24.0 
21 9 18.0 
22 3 6.0 
23 6 12.0 
24 4 8.0 
25 I 2.0 
26 2 4.0 
27 I 2.0 
38 1 2.0 
40 1 2.0 
43. Is/was your partner attending a post-secondary institution (university, college, 
trades school)? n=S 1 
38 (74.5) (J Yes 13 (2S.S) (J No 
44. What is the highest educational level your partner has attained? n=S I 
4 (7.8) 
7 (13.7) 
28 (54.9) 
12 (23.5) 
0 
(J 
(J 
(J 
(J 
(J 
Less than high school 
Completed high school 
Some post-secondary 
Completed post-secondary 
Don't Know 
188 
4S. Is/was your partner employed? n=Sl 
31 (60.8) 
20(39.2) 
CJ 
CJ 
Yes 
No 
Continue with Q•estion 46 
Go to Semon G 
46. Wbat is/was your partner's occupation/job? n=28 
Category Frequency 
Professional 1 
Business 1 
Sales/Clerical 11 
Skilled s 
Unskilled 10 
G. Penoaal Demographics 
47. Your sex is: n=83 
19 (22.9) 
64(n.1) 
CJ 
c 
Male 
Female 
Percent 
3.6 
3.6 
39.3 
17.9 
35.7 
189 
190 
48. Age: n=82 
Years Frequency Percent 
19 29 34.9 
20 16 19.3 
21 17 20.5 
22 11 13.3 
23 3 3.6 
24 2 2.4 
25 2 2.4 
31 1 1.2 
36 1 1.2 
49. Is your permanent residence n=81 
37 (45.7) 
30 (37.0) 
14 (17.3) 
[J 
[J 
[J 
large urban - Greater than or equal to I 0 000 people 
small urban - 2000 - 9999 people 
rural - Less than 2000 people 
SO. Is your mother employed? n=81 
44 (54.3) 
32 (39.5) 
0 
2 (2.5) 
3 (3.7) 
[J 
[J 
[J 
[J 
[J 
Yes 
No 
Don't Know 
Mother is deceased 
Mother is retired 
Conti1111e with Q11estio11 51 
Go to Q11estio11 54 
Go to Q11estio11 54 
Go to Q11estio11 54 
Go to Q11estio11 54 
Sl. How long has your mother been employed outside of the home? n=3S 
Years Frequency 
04 7 
S-9 6 
10-14 s 
15-19 6 
20-24 6 
25-29 3 
30-34 I 
S0-54 I 
S2. What is your mother's occupation/job? n=42 
Category Frequency 
Professional 6 
Business 6 
Sales/Clerical 13 
Skilled 10 
Unskilled 7 
S3. Is your mother's work: n=43 
13 (30.2) 
27 (62.8) 
3 (7.0) 
[J 
[J 
[J 
Part-time 
Full-time 
Seasonal 
Percent 
20.0 
17.1 
14.3 
17.1 
17.1 
8.6 
2.9 
2.9 
Percent 
14.3 
14.3 
31.0 
23.8 
16.7 
Go to Q11estio11 58 
Go to Qllestioll 58 
Gtl to Q11esti011 58 
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54. Was your mother employed? n=36 
29 (80.6) 
7 (19.4)a 
a Yes 
No 
Contilt•e witll Q•estisn 55 
Go to Q•estion 58 
55. How long was your mother employed outside of the home? n=25 
Years Frequency Percent 
().4 6 24.0 
10-14 6 24.0 
IS-19 2 8.0 
20-24 s 20.0 
25-29 1 4.0 
30-34 3 12.0 
35-39 2 8.0 
56. What was your mother's occupation/job? n=28 
Category Frequency Percent 
Professional 6 21.4 
Business 1 3.6 
Sales/Clerical 7 25.0 
Skilled 2 7.1 
Unskilled 12 42.9 
57. Was your mother's work: n=28 
8 (28.6) a Part-time 
16(57.1) [J Full-time 
4 (14.3) a Seasonal 
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58. Is your father employed? n=79 
60(75.9) 
8 (10.1) 
0 
2 (2.5) 
9 (11.4) 
[J 
[J 
[J 
[J 
[J 
Yes 
No 
Don't Know 
Father is deceased 
Father is retired 
59. How long bas your father been employed? n=47 
Years Frequency 
10-14 2 
15-19 4 
20-24 9 
25-29 13 
30-34 10 
35-39 2 
40-44 6 
SS-59 1 
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Co11ti1111~ with Q11estiD11 59 
Go to Q11estio11 62 
Go to Q11estio11 62 
Go to Qllestio11 62 
Go to Q11estio11 62 
Percent 
4.3 
8.5 
19.1 
27.7 
21.3 
4.3 
12.8 
2.1 
60. What is your father's occupation/job? n=53 
Category Frequency 
Professional 9 
Business 12 
Sales/Clerical 3 
Skilled IS 
Unskilled 14 
61. Is your father's work: n=S8 
4 (6.9) 
4S (77.6) 
9 (1S.S) 
[J 
[J 
[J 
Part-time 
Full-time 
Seasonal 
62. Was your father employed? n=l9 
19 (100) 
0 
0 
[J 
[J 
[J 
Yes 
No 
Don't Know 
Percent 
17.0 
22.6 
5.1 
28.3 
26.4 
Go to Q11estion 66 
Go to Q11estion 66 
Go to Q11estion 66 
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Contin11e with Q11estion 63 
Go to Q11esdon 66 
Go to Q11estion 66 
63. How long was your father employed? n=15 
Years Frequency Percent 
().4 1 6.7 
20-24 4 26.7 
25-29 3 20.0 
30-34 6 40.0 
35-39 1 6.7 
64. What was your father's occupation/job? n=20 
Category Frequency 
Professional 7 
Business 2 
Sales/Clerical 0 
Skilled 2 
Unskilled 9 
65. Was_ your father's work: n=20 
2 (10.0) 
16 (80.0) 
2 (10.0) 
a 
a 
a 
Part-time 
Full-time 
Seasonal 
Percent 
35.0 
10.0 
0 
10.0 
45.0 
66. In addition to studying, are you working a job? n=81 
29 (35.8) 
52 (64.2) 
a 
a 
Yes 
No 
Co11tillue wit/a Questi1111 67 
Go to Questio11 68 
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67. If yes, how many hours per week do you work at your job? n=29 
2 (6.9) [J S or less 
6 (20.7) [J 6-10 
IS (51.7) [J 11- 15 
3 (10.3) [J 16-20 
3 (10.3) [J moretban20 
68. In what year of study are you currently enrolled? n=77 
Year Frequency Percent 
2 40 51.9 
3 22 28.6 
4 12 15.6 
s 2 2.6 
7 I 1.3 
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69. In what course of study are you currently enrolled? n=77 
Course Frequency Percent 
Psychology 14 18.2 
Science 19 24.7 
Arts 9 11.7 
Business 9 11.7 
Social Work s 6.5 
Education (including 3 3.9 
Physical Education) 
Nursing I 1.3 
Pre-professional 7 9.1 
programs 
Undecided 6 7.8 
General Studies 4 5.2 
Place the completed questionnaire in the envelope provided and 
seal the envelope. At the appropriate time, the class will be 
instructed to place the package in the collection box at the front 
of the class. 
Tha11k-you very much for your time. It was gre11tly 11ppreci11tedl 
.. 


